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ABSTRACT 
In order for organisations to grow and maintain their competitive advantage, change 
has become the norm. The healthcare industry and especially private healthcare 
organisations, is no exception. Organisational change often implies a change in 
organisational culture. The concept of culture refers to the ways of thinking, values 
and ideas of things rather than the concrete, objective and more visible part of the 
organisation. Organisational culture is not to be viewed in isolation as culture and 
leadership are intertwined. Leaders shape cultures and their fundamental role is 
affecting others and making changes that increase organisational efficiency and 
performance. Patient safety, cost-effective care based on the best available 
evidence and patient satisfaction are top priorities of healthcare organisations, 
especially intensive care units where critically ill patients are cared for. Alignment of 
the organisational culture and leadership with a hospital‘s vision, namely to deliver 
quality patient care, is thus essential. 
A positivistic research paradigm, with a quantitative, explorative, descriptive and 
contextual approach was used to conduct the study. The study explored whether 
transformational organisational culture, leadership and desired organisational 
change outcomes existed in private intensive care units in the Nelson Mandela 
Metropolitan and East London areas. It aimed at exploring the relationship between 
selected demographic variables, culture, leadership and organisational change 
outcomes. Lastly, the relationship between organisational culture and leadership 
(independent variables) and organisational change outcomes (dependent variable) 
was explored. The sample comprised 130 professional nurses who were selected 
from all the adult intensive care units in the private healthcare industry in the Nelson 
Mandela Metropolitan and East London areas. A structured questionnaire with a 
Cronbach‘s alpha of more than 0.8 was used to collect data.   
The empirical results indicated that transformational leadership and a conducive 
organisational culture existed in the private intensive care units sampled. However, it 
was found that innovation and innovative care practices could be improved. Care 
practices were not necessarily aligned with the latest, available innovative 
techniques, procedures and practices. Reflective practices and in-service training to 
improve care practices and encourage and promote innovative care practices were 
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not always optimised. Recommendations related to the findings were made for 
managers, as well as for research, education and practice. Ethical principles were 
maintained throughout the study. 
 
Key words: organisational culture, transformational leadership, organisational 
change outcomes, health care, intensive care units.  
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CHAPTER 1 
OVERVIEW OF THE STUDY 
1.1 INTRODUCTION 
In this section an overview which orientates the reader to the research study, is 
provided. The background and rationale for undertaking the study are explained and 
linked to the research objectives. The research design and method are explained 
and justified. The conceptual framework used in the study is schematically 
presented.  
1.2 BACKGROUND TO THE STUDY  
Globally, change has become the norm for organisations to grow and maintain their 
competitive advantage. Organisations must quickly adapt and be willing to change if 
they want to survive, sustain their competitive advantage, and improve their 
organisational performance (Alharbi, Olsson, Ekman and Carlström, 2013; 
Korbangyang and Ussahawanitchakit, 2009; Kwahk and Lee, 2008). The need for 
organisational change is important to all business sectors, including the healthcare 
industry. In fact, organisational change is increasingly viewed as a necessary part of 
health system reform (Scott, Mannion, Davies and Marshall, 2003).  
Organisational change implies a change in organisational culture. Organisational 
culture can have a stronger impact on production than technologies and operating 
procedures. Organisational culture should be regarded as an essential starting point 
before any change is implemented. The healthcare industry is no exception to this. 
As an effect of cultural dimensions, healthcare reforms in hospitals have been shown 
not to develop according to expectations, or even to fail. However, it is important that 
a climate for change be created, as the organisational culture can become a 
stumbling block if it generates much resistance. It is therefore important to develop a 
thorough understanding of the culture of an organisation (Acar and Acar, 2012). It 
has been confirmed by various authors (Yilidirim and Birinci, 2013; Acar, 2012; 
Malloy and Penprase, 2010; Garcı´a-Morales, Llore´ns-Montes and Verdu´ -Jover, 
2008) that leadership, and specifically transformational leadership, has a strong 
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influence on organisational change. Leaders have the potential to influence and 
shape organisational culture. 
The concept of organisational culture has been increasingly emphasised by 
management and organisational scholars over the last few decades. Although there 
are various definitions of organisation culture, four elements of culture have been 
identified. To begin with, organisational culture is a shared phenomenon. Secondly, it 
has visible and less visible levels. ‗Culture‘ refers to ways of thinking, values, and 
ideas about things, rather than the concrete, objective and more visible part of the 
organisation. Thirdly, each new member of an organisation learns the culture. 
Finally, culture tends to change slowly over time (Schein, 1997; Wilson, 2001; 
Baumgartner, 2009). According to Cameron and Quinn (1999), ‗culture‘ refers to the 
core values, assumptions, interpretations and approaches that characterise an 
organisation. In their Competing Values Framework, these authors have proposed 
four dominant culture types: hierarchy, market, clan, and adhocracy. This framework 
has been tested in various studies and it has been shown that organisational culture 
creates a competitive advantage for business, increases organisational 
effectiveness, and contributes towards organisational change. Alvesson and 
Sveningsson (2008) concur in stating that organisational culture is often seen as 
either the key issue, or sometimes the most significant element in organisational 
change efforts. Organisational culture in healthcare industries has a significant 
impact on quality of care, patient safety, cost-effective care, and change 
management (Montgomery, Panagopoulou, Kehoe and Valkanos, 2011).  
Organisational culture should, however, not be viewed in isolation. In fact, 
organisational culture and leadership are seen as intertwined. The relationship 
between the two concepts represents an on-going interplay in which the leader 
shapes the culture and is in turn shaped by the culture. Leaders make cultures, and 
their fundamental role is to affect others and to make changes that increase 
organisational efficiency and performance (Birinci, 2013). Business success is far 
more than the science of managing scales and cutting cost. It is the art of leading 
people, nurturing them, and challenging creativity, so that they will figure out what 
customers really want and need, and change in order to give those customers 
satisfaction. The effective role of leaders in organisational change is crucial in any 
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organisation, including the healthcare industry. Cooper (2003) concurs in stating that 
healthcare professionals must have leadership expertise in all settings to implement 
change, based upon good clinical decision making and around a patient-centred 
approach to care. Transformational leadership is described as a leadership style that 
contributes to organisational change (Yildirim and Birinci, 2013).  
A systematic review by Wong and Cummings (2007) has revealed that 
transformational leaders articulate a vision of the future that can be shared with 
peers and subordinates. They intellectually stimulate subordinates, and acknowledge 
individual differences in the team. Transformational leadership is important for 
improving patient care and outcomes in health care organisations. Transformational 
leaders encourage team members to take on more responsibility, have greater 
empowerment, job clarity and performance, and guide and motivate workers to 
create and share knowledge. In addition, such leaders are able to draw new routes 
for the organisation because they are the source of change (Garcı´a-Morales et al, 
2008; Malloy and Penprase, 2010; Eisenbeiß and Boerner, 2013).  
The total expenditure on health, as a percentage of the Gross Domestic Product 
(GDP), is 8.5% for a population of approximately 50 billion people in South Africa 
(WHO, 2011). According to the Minister of Health, Aaron Motsoaledi, South Africa 
spends more on healthcare than many other countries do, but the quality of patient 
care continues to decline. In order to improve and reform healthcare in South Africa, 
organisational change, culture and leadership, among other variables, should be 
considered (Andrew, 2012). Various forces drive change in healthcare, including the 
rising cost of healthcare treatments, shortages of healthcare professionals, advances 
in healthcare sciences, technology needs, an ageing population, the need for cost-
effective care and patient satisfaction, and the promotion of patient safety (Mitchell, 
2013). In order to facilitate these changes in the healthcare setting, specifically the 
intensive care units, where critically ill patients are cared for, a leadership and culture 
is required that will support the organisational change and change outcomes.  
The South African healthcare industry comprises private and public healthcare 
institutions. Although the ultimate focus of both types of institution is to be a service 
provider for patients admitted to and treated at the institution, the operations of the 
two sectors are different. Owing to the drive for cost-effective care, increased 
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customer satisfaction, better service, and the need for financial performance, the 
private health care industry has different objectives, and therefore requires a 
different leadership style and organisational culture. The process of change and 
change management might be different in a private healthcare industry from the 
public healthcare industry. A private company aims to obtain as high a profit as 
possible, while the public institution does not aim at recording profit. The 
performance parameters of public healthcare organisations are in accordance with 
state policies and regulatory frameworks, which are provided by the state (Bedrule-
Grigoruta, 2012). The focus of this study is on the relationship between 
organisational culture, transformational leadership, and organisational change 
outcomes, in private intensive care units.  
1.3 PROBLEM STATEMENT 
Globally, many private healthcare businesses attempt to re-engineer and adopt new 
programmes to improve patient care and service in both efficiency and effectiveness. 
With the introduction of concepts such as best- and evidence-based practices, there 
is a drive to improve clinical outcomes, patient safety, patient satisfaction, and 
financial performance of organisations in the healthcare industry. Private healthcare 
has a growing need for change because of high competition between private 
healthcare organisations, the increasing demand of patients, economic pressure, 
regulatory and work process of doing business, new medical technology being 
introduced, and the need to harness the competitive advantage of the organisation 
(Mitchell, 2013). 
In South Africa, a clear differentiation can be made between the public and the 
private healthcare industry. Within the private domain, there are different private 
healthcare organisations that provide different services or different levels of care, for 
instance acute care, rehabilitation service, antenatal care, mental health services 
and other specialised care. As already mentioned, the focus of this study is 
organisational culture, transformational leadership, and organisational change 
outcomes in private intensive care units. Critically ill patients are admitted to the 
intensive care unit, which is regarded as the most expensive unit in a healthcare 
organisation. Owing to the extent of the patient diseases and the demographic profile 
of patients admitted to these units, it is important that cost-effective, quality patient 
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care be rendered. Furthermore, these units are dynamic and should thrive on 
evidence-based practices. It is therefore expected that healthcare professionals in 
these units must be aware and willing to change as the needs of the business and 
national health care priorities change (Craig and Smyth, 2012). Because of the high 
levels of acuity, speciality and medical technology required in these units, the 
organisational culture, leadership, change readiness and change management 
strategies are often differently perceived in the intensive care units.  
Despite the characteristics of an intensive care unit, it has been observed that 
change is often not easy in these units. Barriers to change management in such 
units, for instance a mind-set of preference for traditional practices, have been 
reported by means of informal conversations. A culture of preserving tradition is 
often evident amongst health care practitioners. The skill mix of healthcare 
professionals, their background, belief systems, values, qualifications, and the 
leadership styles used in the unit, are factors that might influence change and 
change management strategies. If change is not part of the healthcare industry, 
especially in private healthcare institutions, business performance, competitive 
advantage, patient care, customer satisfaction and the attraction and retaining of 
customers, may be negatively influenced.  
In order to understand change and change outcomes, it is important to explore 
whether transformational leadership and culture do have a relationship with 
organisational change outcomes. Although the topic of culture, leadership and 
change has been explored in business and management research before, there 
appears to be a paucity of literature available on the topic related to the South 
African private healthcare industry, specifically related to the intensive care units in 
the private healthcare domain. Therefore, this study will make a unique contribution 
to the body of knowledge and research.  
1.4 RESEARCH OBJECTIVES 
The primary, secondary and research design objectives are discussed below. 
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1.4.1 Primary objective 
The primary objective of the study was to investigate the relationship between 
organisational culture, transformational leadership, and organisational change 
outcomes in private intensive care units.  
1.4.2 Secondary objectives 
In pursuit of the primary objective, the following secondary objectives were 
formulated for the study to be conducted in private intensive care units:  
i. To explore whether a transformational culture is prevalent; 
ii. To explore whether transformational leadership is prevalent;  
iii. To explore whether the desired organisational change outcomes are 
prevalent;  
iv. To investigate the relationship between the demographic variables, 
organisational culture, transformational leadership and organisational change 
outcomes; 
v. To investigate the relationship between culture, transformational leadership, 
and organisational change outcomes. 
1.4.3 Research design objectives 
In order to attain the above objectives, the research design objectives were to: 
i. Conduct a secondary literature review on the variables being explored; 
ii. Construct a questionnaire for the collection of empirical data related to the 
demographic profile of participants, transformational leadership, culture, and 
organisational change outcomes; 
iii. Distribute the questionnaires to approximately 180 healthcare professionals 
working in the private intensive care units in the Nelson Mandela Metropolitan 
area;  
iv. Capture the data in an Excel file; 
v. Analyse the data using Excel and the Statistica statistical software application; 
vi. Interpret the results and draw conclusions; 
vii. Provide recommendations for the management of private intensive care units.  
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1.5 THE RESEARCH HYPOTHESES  
The following research hypotheses have been formulated: 
H0;1. There is a significant relationship between organisational culture and 
organisational change outcomes; 
H0;2 There is a significant relationship between transformational leadership and 
organisational change outcomes;  
H0;3  There is a relationship between organisational culture and leadership, and 
organisational change outcomes;  
H0;4 There are significant relationships between demographic variables and 
organisational change outcomes. 
H0;5 There are significant relationships between demographic variables, 
organisational culture, transformational leadership and organisational change 
outcomes. 
Figure 1.1: The research hypothesis 
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1.6 DEFINITION OF CONCEPTS 
The following concepts that are used in the study are defined below. 
Organisational culture  
Organisational culture refers to a system of shared assumptions or meanings held by 
members, that distinguishes one organisation from others (Werner, Bagraim, 
Cunningham, Pieterse-Landman, Potgieter and Viedge, 2011). Culture in an 
organisation can be seen in four different types – namely clan, hierarchy, market, 
and adhocracy, as evident in the Competing Value Model (Cameron and Quinn, 
2006). In this research study, the organisational culture in private healthcare 
organisations was explored.  
Transformational leadership 
Transformational leadership can be defined as the style of leadership that heightens 
consciousness of collective interest amongst organisational members, which can 
help them to achieve their collective goals (Garcia-Morales, Jiménez-Barrionuevo, 
Gutiérrez-Gutiérrez, 2012). In this research study, transformational leadership and its 
relationship with culture and organisational change outcomes was explored.  
Organisational change outcomes 
Organisational change is a process of transition from one state to another. 
Organisational change is further described as the difference in the state of an 
organisation at two separate locations in time or space. Change outcomes are the 
results or actions or behavioural changes that occur as result of change that has 
been implemented (Smit and Carstens, 2003).  
Private healthcare sector 
The private healthcare sector is an organisation that is run largely on commercial 
lines and caters for middle- to high-income earners who tend to be members of 
medical schemes (SouthAfrica.info). 
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1.7 SIGNIFICANCE OF THE STUDY 
Although the topic of culture, leadership and change has been explored in business 
and management research before, there appears to be a paucity of literature 
available on the topic related to the South African private health care industries and 
specifically related to the intensive care units within the private health care domain. 
Therefore, the study would make a unique contribution to the body of knowledge and 
research.  
1.8 RESEARCH DESIGN AND METHOD  
The research design and method used in the study are introduced in this section, but 
is comprehensively presented in Chapter 3.  
1.8.1 Research design 
‗Research design‘ refers to the blueprint for conducting a study that maximises 
control over factors that could interfere with the validity of the study (Burns and 
Grove, 2009:696). A positivistic research paradigm, with a quantitative, explorative, 
descriptive and contextual approach, was used to conduct the study. The 
hypothesised relationships were statistically tested. Data was numerically analysed 
and presented.  
1.8.2 Research method 
The research method consists of the systematic, methodological and accurate 
execution of the research design (Burns and Grove, 2009). The research method for 
a quantitative approach involves identifying the research population. The healthcare 
professionals, namely the professional nurses, in the Nelson Mandela Metropolitan 
and East London area, who were involved in rendering care to critically ill patients in 
the adult intensive care units, were the sample population. The intensive care units 
are specialised and thus have a small population available as a sample. Therefore 
no inclusion criteria were used, as the selected sampling method allowed for 
whoever was willing and available to participate in the study. A convenience 
sampling method was used in selecting the appropriate sample for the study. 
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A pilot study is a trial run of an investigation, conducted on a small scale, to 
determine whether the research design and method are relative and effective. A pilot 
study ensures that the research instrument is adequately designed, by pre-testing it. 
A pilot study makes it easy to correct areas of misunderstanding, and improves the 
reliability of the study. Based on the pilot study‘s results from a questionnaire, the 
researcher may delete or rewrite questions, change open-ended questions to closed 
ones and vice versa, and verify that all response options have been provided (Fox 
and Bayat, 2007). The pilot study was conducted in one of the intensive care units in 
the private health care sector. Questionnaires were handed out to five participants in 
the private intensive care unit.  
Data was collected by means of a structured questionnaire consisting of different 
sections investigating the relationship between organisational culture, 
transformational leadership, and organisational change outcomes. Data analysis was 
done by means of a statistical programme, Statistica, version 12, and with the aid of 
a statistician. The descriptive statistics (means, percentages and standard 
deviations) of the participants‘ responses were analysed, reported, and interpreted. 
Multiple linear regression analysis was used to describe hypothesised relationships. 
Data is graphically presented by bar graphs and tables. The research method is 
described comprehensively in Chapter 3 of this study. 
1.9 RELIABILITY AND VALIDITY OF THE QUANTITATIVE APPROACH  
The quality of research studies is of utmost importance in conducting research. 
Unless measurement tools‘ validity and reliably reflect the concepts being tested, 
conclusions drawn from the empirical phase of the study will be invalid (LoBiondo-
Wood and Haber, 2010).  
 ‗Reliability‘ refers to the fact that if a test, model or measurement is consistent, it is 
reliable in supplying the same answer at different times. Reliability is concerned with 
consistency, accuracy, precision, stability, equivalence, and homogeneity. A reliable 
instrument is one that produces the same results if the behaviour is measured again 
by the same scale. ‗Validity‘ refers to whether a measurement instrument accurately 
measures what it is supposed to measure. When the instrument is valid, it truly 
reflects the concept it is supposed to measure (Pilot and Beck, 2012; Burns and 
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Grove, 2009). The application of these concepts is described in Chapter 3 of the 
study.  
1.10 ETHICAL PRINCIPLES  
The ethics of science are concerned with what is wrong and what is right in the 
conduct of research. Because scientific research is in the area of human conduct, it 
is expected that such conduct has to conform to generally accepted norms and 
values (Burns and Grove, 2009). The ethical principles of research as set out in the 
Belmont Report (1979) were maintained throughout the study. Ethical considerations 
applicable to this research study are discussed below.   
1.10.1 Voluntary participation 
Respondents must feel free and willing to participate in a research study. It must also 
be clearly stated in the initial letter of consent that the respondents have the right to 
withdraw from the research study at any time, and that participation is voluntary 
(Pilot and Beck, 2012). This aspect of voluntary participation was clearly stated in the 
consent letter and discussed with the respondents prior to embarking on the 
research study (see Annexures 5 & 6). 
1.10.2 Informed consent  
Informed consent is the process of providing an individual with sufficient 
understandable information regarding his or her participation in a research project. It 
includes providing potential respondents with information about their rights and 
responsibilities in the project and documenting the nature of the agreement. After 
respondents have been given the necessary information about the project, they can 
decide whether or not to become involved in the research. Informed consent may be 
obtained by allowing individuals to read materials and make a decision on the basis 
of their understanding of what they have read, or by discussing the proposed 
research project with the researcher (Gerrish and Lacey, 2010). In this research 
study, an informed consent form was prepared, discussed and signed by the 
respondents and the researcher prior to embarking on the research study (see 
Annexures 5 & 6).  
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1.10.3 Permission to conduct research 
Written permission to conduct the research study at the various healthcare 
institutions was obtained from the various stakeholders, namely the hospital and unit 
managers, prior to embarking on the research study. Ethics clearance was obtained 
from the respective research committees of the private healthcare institutions where 
the study was conducted (see Annexures 1-4).  
1.10.4 Confidentiality 
‗Confidentiality‘ refers to the researcher‘s responsibility to protect all data gathered 
within the scope of the project from being divulged to others. Mechanisms used to 
protect the data that are collected in a research study include using a locked file, and 
limiting access to the data to those individuals who are intimately involved in the 
research (Gerrish and Lacy, 2010). Furthermore, all research respondents have the 
right to privacy. This includes the right to withdraw from the research study at any 
point they wish to, the right to remain anonymous, and to have the confidentiality of 
their data protected. The confidentiality of the respondents in the research study was 
protected by ensuring that reference numbers were used on the questionnaire. The 
questionnaires were deposited in sealed boxes on completion of data collection, thus 
protecting the respondents‘ identities. Questionnaires would be kept for a period of 
five years after completion of the research study. Thereafter they would be 
destroyed. 
1.10.5 Anonymity 
‗Anonymity‘ refers to the act of keeping individuals nameless in relation to their 
participation in a research project. Mechanisms used to ensure respondent 
anonymity include keeping the master list of respondent names and matching code 
numbers in separate locations, under lock and key, after providing each respondent 
with a number or code name, destroying the list of actual names, and using code 
names when discussing data (Burns and Grove, 2009). In this research study, 
anonymity was maintained by allocating a reference number to each questionnaire. 
No names appeared on the questionnaires. On completion of the questionnaires, 
some participants deposited them in a sealed box at the unit manager‘s office and 
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others handed them back in a sealed envelope to ensure that their anonymity was 
maintained.  
1.11 OUTLINE OF THE STUDY 
The study consists of the following chapters: 
Chapter 1 provides an introduction and the overview of the study. The chapter 
provides the problem statement, conceptual model, research objectives, sampling 
method, measuring instruments, and definitions of the concepts. 
Chapter 2 provides the literature study that underpins the research problem and the 
measuring instruments.  
In Chapter 3, the research method and design of the study are discussed. This 
includes the research paradigm, the sample, measuring instruments, and data 
analysis procedures. 
In Chapter 4, the empirical results as derived from the data are reported and 
interpreted. 
In Chapter 5, the empirical results are discussed and conclusions drawn.  The 
chapter includes recommendations to private intensive care unit managers, as well 
as the limitations of the study, and possible areas for future research are highlighted. 
1.12 CHAPTER SUMMARY  
The chapter introduced the study and gave an overview of the background, problem 
statement, objectives, and research design and method. The ethical principles that 
were maintained throughout the study were discussed in this chapter. The literature 
pertaining to the concepts in the topic of discussion are presented in the next 
chapter.  
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CHAPTER 2 
LITERATURE REVIEW 
2.1 INTRODUCTION  
A brief overview of the study was given in the previous chapter. The aim of this 
chapter is to discuss the variables that are illustrated in the conceptual model, 
namely organisational culture, transformational leadership and change outcomes. A 
brief overview is given of healthcare in South Africa in order to orientate the reader to 
the context of the study.  
2.2 LITERATURE SEARCHING PROCESS 
Literature pertaining to the topic of discussion has been searched in a structured 
way. A search strategy was complied with key search terms such as: ―culture‖; 
―organisational culture‖; ―organisational culture and leadership‖; ―organisational 
culture AND change AND leadership‖; ―leadership styles‖; ―leadership in healthcare‖; 
―transformational AND transactional leadership‖; ―change in healthcare‖; 
―organisational change‖; change AND healthcare industry‖.  
2.3 HEALTHCARE IN SOUTH AFRICA  
The healthcare system globally, as well as in South Africa, is constantly changing, 
complex and turbulent. Such a climate is characterise by a cost and time constrained 
work environment, a shortage in healthcare workers, increased patient acuity, use of 
sophisticated technology in patient care, the quest for evidence and best practices 
and the challenge of achieving desired patient outcome (Casida and Pinto-Zipp, 
2008). Managers in health care must have a strategy related to accomplishing more 
with decreasing resources, molding staff members into clinical-or unit based leaders, 
motivating staff members to go beyond their own self-interest for the good of the 
patients and the organisation and elevating staff performance. Despite these 
difficulties, this strategy must result in high quality, cost-effective patient care, 
accompanied by high levels of patient satisfaction. Improvement of client services (in 
health care it is the patient, in business: the customer) is the ultimate goal of 
leadership in an institution. Utilising the transformational leadership style and having 
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an effective organisational culture is a strategy that can assist healthcare managers 
in achieving these goals as well as address the challenges of the current healthcare 
climate (Tourangeu and McGilton, 2004).  
Furthermore, healthcare systems are challenged to provide quality and cost-effective 
care to the population of the world. South Africa is no different, but it has the added 
challenge of a dual health care system. The public sector comprises of government 
health care institutions, which provide free health care to a mostly impoverished 
population, while the private sector comprises of profit seeking organisations and 
individuals that serve a population that can either afford medical insurance or are 
self-paying (Klopper, Coetzee, Pretorius and Bester, 2012: 687). Although the public 
sector is responsible for approximately 80% of the population, it accounts for only 
40% of the total health expenditure in South Africa. In contrast, the private health 
care sector consumes 60% of the health expenditure and is responsible for an 
estimated 20% of the population (Hospital Association, 2009; Pillay, 2009). The 
private healthcare sector in South Africa comprises of approximately 3.500 privately 
run clinics, has more than 300 private hospitals and day clinics with a total of more 
than 34,000 beds in this sector. It was estimated in 2013 that there were 7.529 
general practitioners, 6.726 specialists and 77,596 nurses actively working in this 
sector. Alongside these facilities and healthcare providers there is a large industry 
responsible for the funding and administration of private healthcare. This includes 25 
open and 67 restricted medical schemes, approximately 30 medical schemes 
administrators as well as other health insurers. The private healthcare sectors is thus 
a large industry providing employment to many people and facilitating significant 
economic activity which affects much more patients and role players directly 
participating in the use and provision of private health services (Econex, 2013). It is 
for the above reasons that is important that the organisational culture and leadership 
be optimal in order to promote productivity and change.  
The healthcare organisation comprises different units, for instance medical, surgical 
units, specialised units like cardiac units, operating theatres, emergency rooms, and 
intensive care units. Due to the extent of various units and departments in the health 
care organisations, the focus of this study was on a particular context in the public 
and private health organisations in the Eastern Cape, namely the intensive care 
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units. The intensive care unit is a place where critically ill patients often require 
intense monitoring and support treatments. 
The organisational context of the intensive care units (intensive care units) in South 
Africa is in particular unique and might be affected by various variables. Intensive 
care units in South Africa face the challenge of an acute shortage of trained and 
experienced nurses (Bhagwanjee and Scribante, 2008, Oosthuizen and Ehlers, 
2007). The critical shortage of nurses in the intensive care units might be due to a 
lack of resources, time and space, inadequate salaries, limited career opportunities, 
and a huge workload as a result of insufficient staff. This has led to the employment 
of agency nurses to alleviate the staff shortages and to cope with the demands of the 
workload in the intensive care units. The use of agency nursing staff in the intensive 
care units across the nine provinces was reported as high as 65%. However, agency 
staff often displays a lack of commitment, low adherence to policies and procedures 
and often display a low standard of patient care, all factors that impose on the culture 
of the intensive care unit (Bhagwanjee and Scribante, 2008).  
Healthcare professionals working in the intensive care units are required to care for 
critically ill patients, which require critical and reflective thinking and problem solving 
abilities. Issues like withdrawal of treatment, initiation of supportive and life-
sustaining treatment modalities, death and dying and dealing with ethical dilemmas 
are often part of the daily operations of the critical care practitioners. In the private 
healthcare institutions, this is further complicated as profit has to generated and 
practitioners are burdened with additional responsibilities for instance budgeting, 
staff scheduling, inventory, delivering cost-effective care and profit maximisation. 
Furthermore, it is expected of the practitioners in these units to be knowledgeable 
and continuously develop themselves as evidence-based practitioners. The intensive 
care units are dynamic and have to consider change and change management 
strategies. In the private healthcare institutions, this is especially important as they 
have to keep their competitive advantage in order to attract and retain customers. 
Despite the challenges mentioned earlier, it is important to cultivate and maintain an 
organisational culture and have a leadership style that will support organisational 
change and change outcomes in an environment such as an intensive care unit. 
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Within an intensive care unit, patient care is provided by various healthcare 
professionals. The multi-disciplinary team caring for critically ill patients comprises 
medical doctors, specialists, nurses, dieticians, physiotherapists, pharmacists, 
microbiologists, radiologists and biomedical technologists and other professionals. 
However the nursing profession is the core of the health care provision in South 
Africa, presenting more than 50% of the total professional resources (Van Rensburg, 
2004). In 2002, a total of 244 024 patients were admitted to intensive care units in 
South Africa, of whom 154 044 (63%) were to private sector units and 89 980 (37%) 
to public sector units (Scribante and Bhagwanjee, 2007). In total there are 4168 
intensive care and high care units in South Africa that are serviced by 4584 
registered nurses. No follow up data is available on the human capital available in 
intensive care units, but considering the number of nurses who graduates from 
colleges and universities per annum, and who specializes in intensive care, an 
increase can be expected in these numbers (Gillepsie, Kyriacos and Mayers, 2006). 
Apart from nurses being the highest representatives of the healthcare professional 
cadre in healthcare organisations, hospitals are increasingly being managed by 
nurses (Pillay, 2009). Nurse managers play an essential role in a hospital. The 
nurse-managers‘ executives roles are related to supervising a health care facility‘s 
nursing staff, making sure operations run smoothly, organising and coordinating 
systems for care delivery and managing the resources needed for care. These 
nurses are not only the frontline managers, but partake in decision making related to 
patient care issues and deal with operational management issues that are essential 
for the optimal functioning of such an organisation. Given the role of that the nurse 
plays in determining the efficiency, effectiveness and sustainability of health care 
services it is critical to understand the extent to which the practice environment, 
organisational culture and leadership influence them and ultimately the 
organisational outcomes (Pillay, 2009). Considering the unique environment of the 
intensive care units in South Africa, as well as the private healthcare domain, it is 
essential to explore the relationship between organisational culture, leadership (with 
specific reference to transformational leadership) and organisational change 
outcomes.  
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2.4 ORGANISATIONAL CULTURE 
Organisational culture is an important aspect to consider within any organisation. 
Organisational culture can be defined in different ways, ranging from –―the way we 
do things around here – to the patterns of shared basic assumptions and sharing of 
beliefs, values, routines and traditions in an organisation (Craig and Smyth, 2012). 
One of the most popular definitions given by Schein (1997) is that organisational 
culture can be defined as a ―pattern of shared basic assumptions that was learned 
by a group as it solved its problems of external adaptation and internal integration, 
that has worked well enough to be considered valid and therefore to be taught to 
new members as the correct way to perceive, think and feel in relation to those 
problems. Culture can be viewed as a lens through which an organisation can be 
understood and interpreted (Parmelli, Flodgren, Beyer, Ballie, Schaafsma and 
Eccles, 2011). According to Tsai (2011), Summerill, Pollard and Smith (2010) and 
Rashid, Sambasivan and Joharo (2003) organisational culture is described as the 
shared values, thoughts, beliefs, feelings or perceptions held by employees or 
individuals within an organisation. These values, beliefs and behavioural norms are 
used by employees in an organisation to give meaning to the situations that they 
encounter. Ravasi and Schultz (2006) propose that organisational culture is ―a set of 
shared mental assumptions that guide interpretation and action in organisations by 
defining appropriate behaviour for various situations.‖ Werner et al (2011) concur in 
stating that organisational culture refers to a system of shared assumptions or 
meanings held by members that distinguishes one organisation from others.  
Organisational culture is required to guide individuals in the organisation in knowing 
what to do and what not to do, including practices, values and assumptions about 
their work. A strong organisational culture can emerge when strong unified 
behaviour, values and beliefs have been developed amongst all members in the 
organisation (Kane-Urrabazo, 2006). An organisation with a strong culture has 
common values and codes of conduct for its employees, which should help them to 
accomplish their mission and goals. Furthermore, culture within an organisation 
plays an important role in creating a healthy and content working environment, as 
well as in staff retention (Tsai, 2011:98). Culture has a powerful influence on 
behaviour and should stimulate productive behaviour that contributes to the success 
of the organisation. The culture must facilitate customer satisfaction, low cost, high 
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margins or some other outcomes that are conducive to the functioning of an 
organisation (Hsiao, Chang and Tu, 2012).   
As alluded to earlier, there are various definitions related to culture, but one of the 
summaries for defining culture is that culture is the glue that holds the organisation 
together as a source of identity and distinctive competence. Although this definition 
of culture is positive, culture can be negatively perceived as it can constitute a 
disability at times when change is critical to addressing new competition or 
technological changes from unexpected directions (Yilidrim and Birinci, 2013:73).  
2.4.1 Types of culture  
Different scholars have classified different types of cultures. Cameron and Quinn 
(1999) divide organisations into clan, adhocracy, hierarchy and market culture. Tharp 
(2010) indicates control, compete, collaborate and create types of culture. Henri 
(2006) used the terms bureaucratic, community, innovative and competitive to 
classify cultures. Although different scholars described the types of cultures 
differently, it is believed that they used the Competing Values Framework (CVF) as 
fundamental base to develop their diverse views on culture. According to the CVF 
each quadrant highlight important issues for every organisation such as people, 
adaptation, stability and task accomplishment. The CVF model (Cameron and Quinn, 
2006) reflects two dimensions which divide organisations into four types, namely 
clan (flexibility and internal), adhocracy (flexible and external), hierarchy (stable and 
internal) and market (stable and external). Figure 2.1 illustrate the components of the 
CVF model. The types of cultures are described below. 
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Figure 2.1: Competing Values Framework Model (Cameron and Quin, 2006)  
The clan culture is full of shared values and common goals, where an atmosphere of 
collectively and mutual help exists. The emphasis in a clan culture is on 
empowerment and employee involvement. The clan culture is like an extended 
family with best friends at work. Leaders are thought of as mentors, coaches and 
even as parent figures. The organisation is held together by loyalty, tradition and 
collaboration and commitment is high. Success is defined in terms of internal climate 
and concern for people. The clan culture is usually developed under certain 
conditions such as a relatively long history and stable membership, absence of 
institutional alternatives and thick interactions between members (Yu and Wu, 2009; 
Cameron and Quinn, 2006). 
The adhocracy culture is like a temporary institution, which is dismissed whenever 
the organisational tasks are ended and reloaded rapidly whenever new tasks 
emerge. The type of culture is characterised as dynamic, entrepreneurial and a 
creative workplace. Effective leadership is visionary, innovative and risk-orientated. 
The glue that holds the organisation together is commitment to experimentation and 
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innovation. Readiness for change and new challenges are important. Success 
means producing unique and original products and services (Yu and Wu, 2009). 
The market culture focuses on transactions with the environment outside the 
organisation instead of on internal management. The organisational goal is to earn 
profits through market competition and is regarded as a results-orientated workplace. 
Leaders are hard-driving producers, directors and competitors, tough and 
demanding. The glue that holds the organisation is an emphasis on winning. 
Success is defined in terms of market share and penetration. Outpacing the 
competition, escalating share price and market leadership dominate the success 
criteria (Yu and Wu, 2009). 
The hierarchy culture has a clear organisational structure, standardise rules and 
procedures, strict control and well defined responsibilities. Effective leaders are good 
coordinators, organisers and efficiency experts. The long-term concerns of the 
organisation are stability, predictability and efficiency. Formal rules and policies hold 
the organisation together (Yu and Wu, 2009). 
2.4.2 Organisational culture in health care  
Increasing emphasis has been placed on the need to change organisational culture 
alongside structural reforms in order to pursue effective improvement of healthcare 
performance. A review conducted by Scott et al (2003) concluded that ―there is some 
evidence to suggest that organisational culture is a relevant factor in healthcare 
performance‖. 
In the current health care environment, patient safety, cost-effective patient care that 
is based on the best available evidence and patient satisfaction is the top priorities of 
health care organisations. Cost-reduction and containment is specifically important in 
the private health care organisations where profit margins are a huge factor to 
consider. Alignment of the organisational culture with the hospital‘s strategic plan is 
essential in achieving the goals and objectives of the health care institution (Casida 
and Pinto-Zipp, 2008).  
One of the major differences between hospitals and other organisations is that the 
hospital environment is characterised by a heterogeneous mix of professional and 
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non-professional staff. A hospital is also characterised by its high professional level, 
its family atmosphere as well as its high level of employee engagement (Acar and 
Acar, 2012). Hospital culture is an important factor which helps health care 
professionals to establish a learning environment for improving processes in health 
care. Hospitals should focus on establishing a culture that values, recognizes and 
motivates employees to serve the community and public they serve. Creating 
culture, managing culture and changing culture are important leadership functions 
that will enable the hospitals to succeed (Hsiao et al, 2012).  
Organisational culture is directly linked to organisational effectiveness and increased 
performance, which creates and competitive advantage (Hough, Arthur, Thompson, 
Strickland, Gamble, 2011). Organisational success is granted if it is facilitated by the 
organisational culture. It has been proven in a study by Acar and Acar (2012) that an 
adhocracy (creative) culture in the healthcare industry improves innovative and cost-
effective care practices. A study done by Carney (2011) found that excellence in 
patient care delivery that is allied to positive value systems and utilizing strategic 
involvement were the most important organisational cultural influences required for 
optimum effectiveness in quality care delivery. The organisational culture will have a 
direct and indirect influence on patient care deliver, ethical values, strategic 
involvement and commitment of the management and staff, cost-effective care and 
professionalism.   
2.4.3 Organisational culture and leadership 
The culture that exists within an organisation cannot be separated from the 
behaviour and styles of the leader in the organisation. The manner in which leaders 
lead the organisation will directly impact on the organisational culture and teamwork. 
People relate and imitate the behaviour they observe in leaders which makes the 
influence of leadership on culture even more important. An understanding and 
assessment of the organisation‘s culture can mean the difference between success 
and failure in the any organisation. Therefore, the challenge for an organisation and 
the leaders is that business is to be able to identify, create and sustain the type of 
culture that is conductive to performance results (Hough et al. 2011). 
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2.4.4 Organisational culture and organisational change outcomes  
There is a significant relationship between organisational culture and organisational 
change outcomes, such as financial performance, gaining competitive advantage, 
organisational performance and the effectiveness of the organisation (Acar and Acar, 
2012). Culture will remain linked with superior performance only if the culture is able 
to adapt to changes in environmental conditions and reflect unique qualities which 
cannot be imitated. Organisational learning, development and change cannot be 
understood without considering culture as a primary source of change. 
Organisational culture can be viewed as the brains of executives and people of the 
floor where implementing change and boosting performance starts. Adopting an 
organisational culture that promotes creativity, team work and learning can 
contribute positively to change and facilitate change strategies in an organisation 
(Zehir, Ertosun, Zehir and Müceldili, 2011; Tohidi and Jabbari, 2012). An effective 
and robust culture is a critical element in ensuring an increase in bottom-line results 
for any organisation. The relationship between an organisations‘ culture and 
performance can be attributed to the fact that culture usually controls the way in 
which individual members make decisions, interpret, and manage the organisations‘ 
environment, use information and behave (Hough et al, 2011). 
Scott et al. (2003) observe that organisational culture has increasingly been seen as 
an important consideration in healthcare reform. They argue that ultimately 
innovation and organisational change cannot happen unless there is a culture 
conducive to change. An innovative culture promotes learning, (either by means of 
in-service learning, or professional development) encourages innovative care 
practices, or care practices that are aligned, discussed and promoted with the latest, 
available, innovative techniques, procedures and practices. Furthermore, an 
organisational culture that promotes team work, values and supports team members 
and their opinions and promotes excellence and quality patient care enables change 
and allows for implementation of change processes to be easier (Acar and Acar, 
2012).  
Against the background of the preceding literature review section, it is hypothesised 
that:  
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H0;1. There is a significant relationship between organisational culture and 
organisational change outcomes. 
2.5 LEADERSHIP  
Various definitions about leadership exist. Clifford and Cavanagh (1985) state that 
―business success is far more than the science of managing scale and cutting costs‖. 
It is the art of leading people, nurturing them and challenging creativity so they will 
figure out what customers really want and need. Moorhead and Griffin (1986), cited 
in DuBrin (2013), define leadership as both a process and a property. In the process 
side, leadership refers to the usage of non-coercive influence in order to direct and 
coordinate the activities of group members. In the property side, leadership refers to 
the attribution of the characteristics associated with leaders. Leadership has a 
powerful influence on individual or group behaviour; therefor the importance of 
leadership is noticed at organisational level. Leadership can be viewed as a set of 
behaviours associated with responsibility and influence. In a transformational context 
leadership implies transformation of an organisation through the development of a 
vision, the communication of the vision to the members and then mobilising them to 
accept, help achieve and institutionalize the changes. When leaders mobilise people, 
they will ultimately contribute to the execution of the organisation‘s strategy (Hough 
et al, 2011).  
Various types of leaders have been identified through the decades and are illustrated 
throughout the literature. Leaders display different leadership styles for instance 
participative leadership, autocratic, entrepreneurial, democratic, servant hood, 
liassez-faire, situational, transformational and transactional (DuBrin), 2013). The 
research study focused on organisational change and change outcomes and therefor 
it was decided for the scope of this study to focus on transformational leadership 
only, as it is pertinent, relevant and required for organisational change. 
Transformational leadership has also been closely intertwined and related to 
organisational culture as illustrated in the previous discussions.  
2.5.1 Defining transformational leadership 
Transformational leadership has become a necessity in the post-industrial world of 
work. It has been specified as an important mechanism for introducing organisational 
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change and has received substantial attention in literature over the past decades. In 
some organisations transformational leadership are required to make radical 
changes, which might be necessary for successful organisations in order to achieve 
higher performance. Transformational leaders are often required to make changes 
that increase organisational efficacy and performance. Transformational leaders are 
referred to those ones who try to show the organisation a new route for improvement 
and progress by generating new ideas and perspectives. Transformational leaders 
change their followers, empower them to develop and create new needs, tendencies 
and values. This allows followers to grow, develop and change to the next 
generation of leaders (Jandaghi, Matin and Farjami, 2009). 
2.5.2 Dimensions of transformational leadership 
According to Bass and Avolio (1994), transformational leadership has four 
dimensions: (1) idealised influence of charisma; (2) inspirational motivation; (3) 
individualised consideration; and (4) intellectual stimulation. Implying these 
dimensions, a set of practices shown by transformational leaders will set vision, align 
followers to the vision through effective communication and motivate followers to 
achieve that vision. These dimensions are as follows: 
Idealised influence of charisma involves the formulation and articulation of visions. A 
vision is defined as the future strategic course, or the direction in which the individual 
or company is heading (Hough et al, 2011). A vision helps to challenge goals and 
motivates followers to work beyond their self-interest in order to achieve common 
goals (Dionne, Yammarinno, Atwater and Spangler, 2004). In this dimension, leaders 
act as role models who are highly admired, respected and trusted by their followers. 
Leaders with great idealized influence are willing to take risks and are consistent 
rather that arbitrary by demonstrating high standards of ethical and moral conduct. 
These leaders display convictions, take stands and appeal to followers‘ on an 
emotional level. Genuine trust is often built between the leader and the followers, 
which is based on a solid moral and an ethical foundation (Bass and Riggio, 2006). 
Inspirational motivation is the way that leaders motivate and inspire followers to 
commit to the vision of the organisation. Leaders with inspirational motivation foster 
strong team spirit as a means for leading team members towards achieving desired 
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goals. These leaders challenges followers with high standards, communicate 
optimism about future goals and provide meaning for the task at hand (Antonakis, 
Avolio and Sivasurbramaniam, 2003).  
Individualised consideration refers to the leaders paying special attention to each 
individual‘s need for achievement and growth by acting as a coach or mentor. This 
also encompasses the need to respect and celebrate the individual contribution that 
each follower a make to the team, considering that it is the diversity of a team that 
gives it its true strength. This approach not only educates the next generation of 
leaders, but also fulfils the individual need for self-actualization, self-fulfilment and 
self-worth. It also naturally propels followers to further achievement and growth 
(Bass and Riggio, 2006). 
Intellectual stimulation refers to the way leaders motivate and inspire their followers 
to be innovative and creative. Followers are encouraged to question their 
assumptions and stimulated to approach old situations in new ways. This 
characteristic of transformational leaders always allows followers to try out new 
approaches or methods to solve old problems. It refers to the degree to which 
leaders challenge assumptions, take risks and solicit followers‘ ideas. The leader‘s 
vision provides the framework to see how they connect to the leader, the 
organisation, each other and their goals (Bass and Riggio, 2006; Nicholason, 2007). 
Based on the discussion above, it is therefore evident that transformational 
leadership is characterised by having charismatic influence, the ability to inspire and 
motivate others, and valuing individuals.  
2.5.3 Characteristics of transformational leadership  
Transformational leaders possess the personal characteristics of other effective 
leaders, especially charismatic leaders. Transformational leaders are seen as 
charismatic, optimistic and open to the viewpoints of others. Transformational 
leaders have the respect, confidence and loyalty of the group members. They 
usually score higher on emotional intelligence and read emotions of the team well. 
Transformational leaders create a vision and convey a set of values that guide and 
motivate employees. Although transformational leaders are concerned with the 
organisational success, they also invest substantial effort and time to encourage the 
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personal development of their staff. Transformational leaders give supportive 
leadership and are able to recognize individual achievements. They practice 
empowerment, involve team members in decision making and stimulate creative and 
innovative thinking amongst team members. Transformational leaders lead by 
example and often have more moral reasoning than other types of leaders (DuBrin, 
2013).  
Alimo-Metcalfe and Alban-Metcalfe (2005, 2006) suggested six characteristics of 
transformational leaders that should be developed and that are specifically relevant 
to leaders in health care. These include: 
 Valuing individuals; 
 Networking and achieving; 
 Enabling; 
 Acting with integrity; 
 Being accessible; 
 Being decisive. 
‗Valuing individuals‘ was defined as showing genuine concern for others‘ wellbeing 
and development. However, the authors believed it was a richer construct, and 
involved valuing both the developing team and the individual. It was identified as the 
most important factor, rather than charisma. ‗Networking and achieving‘ meant being 
an inspirational communicator, similar to the ‗charisma‘ factor in the older 
transformational model, but with added ‗sensitivity to the agenda of different key 
players‘—that is, people feel they are taken into account in the organisation‘s vision. 
It placed strong emphasis on working together with stakeholders, understanding their 
agenda, and uniting all parties to create and work towards a shared vision. ‗Enabling‘ 
meant the extent to which responsibility was delegated to lower level staff, and the 
degree to which they were given greater autonomy as a result of the leader 
genuinely trusting staff. ‗Enabling‘ empowered members to feel they were playing 
their part in realizing the leader‘s long-term organisational vision. The ‗acting with 
integrity‘ factor was described as not only having integrity, but also being consistent, 
honest and open. ‗Being accessible‘ involved being approachable and in touch, and 
adopting a non-threatening and non-formal interpersonal style, in addition to being 
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aware of the impact on followers. Finally, ‗being decisive‘ not only required making 
tough decisions, but also taking risks, achieving goals and having self-confidence.  
Based on the above discussion, it is thus evident that transformational leaders 
display characteristics of valuing individuals, are able to network, have an enabling 
ability, act with integrity, and are accessible and decisive.  
2.5.4 Transformational leadership in health care 
As it is the case with most organisations today, the health care industry constantly 
faces the challenge of how to do more with less. It must manage the quality and 
safety issues facing an overextended workforce, and at the same time seek ways to 
improve productivity and efficiency for the sake of improved patient access to timely 
and appropriate treatment (Gilley, McMillian and Gilley, 2009). The quality of 
leadership in the health system directly and indirectly affects the quality of patient 
care, and is shown to be an important factor supporting best practice. Competent 
management and leadership is viewed as one source of sustainable competitive 
advantage in rapidly changing organisations. The behaviour of organisational 
leaders directly influences actions in the work environment that enable change. 
Leaders and managers are responsible for change strategy, implementation and 
monitoring, thus they function as change agents. The challenge of managing change 
is thus seen as one of the most fundamental and enduring roles of a leader (Gilley, 
McMillian and Gilley, 2009).  
According to Robbins and Davidhizar (2007), transformational leadership in the 
health care industry should be regarded as an important aspect. Transformational 
leaders create and implement a vision of what can be accomplished at work and 
empower the staff in the organisation with that vision. However, transformational 
leaders do this while keeping abreast of health care changes and interacting with 
others inside and outside of the organisation.  
Leadership exists at various levels of health care (governance, management and 
clinical care). Various research citations (Bell et al. 2004; Burke et al.2006; Dirks and 
Ferrin 2002; Kouzes and Posner 2007; Avolio, Walumba and Weber 2009) indicate 
that the quality of leadership affects people, their satisfaction, trust in management, 
commitment, individual and team effectiveness, the culture and climate of 
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organisations, and ultimately individual and collective performance. Other factors, 
such as economic stability, political agendas, organisational and industry history, and 
individual differences may also influence these outcomes, but leadership plays a 
central role in mobilising people towards a common goal. The importance of 
leadership in health systems was demonstrated by the findings of a study of 1300 
hospitals across the United States and Europe, which found that well-managed 
hospitals with clinically qualified leaders produced a higher standard of patient care 
(Dorgan et al. 2010). Further evidence for the importance of leadership comes from 
health workforce surveys in the United Kingdom, which have shown that the higher 
the leadership quality of senior managers (as rated by staff), the higher the 
organisation rates in performance and the lower the number of patent complaints 
(CQC 2011). A study by Roebuck (2011) suggests that leaders who can encourage 
disengaged staff to become engaged can lift individual performance by up to 57%. 
Roebuck also found that leaders capable of clearly illustrating the alignment between 
individual and corporate objectives can improve employee effort by up to 28%, and 
providing unbiased, accurate and fair feedback to employees can improve effort by 
up to 39%.  
In health care, varied leadership roles are critical for managing and overcoming a 
wide range of challenges. Ultimately, most leadership roles in health embody a 
degree of common purpose associated directly or indirectly with attaining the best 
outcomes for patients. Health care organisations tend to have an inverted power 
structure, where staff at the service level mainly shape the practical activities of 
patient care, not those who are ‗in control‘ at the top. Frontline leaders have greater 
influence over decision making and the immediate quality of patient care. Clinical 
leaders are often the champions of quality of care at the service level. They are in a 
position to shape and champion beliefs, behaviours and culture, and ensure that 
behaviours and attitudes on the frontline are aligned with organisational goals of best 
practice to enhance the safety and quality of patient care (Edmonstone 2008; Ham 
2003). The purpose of this study was to explore the relationship between 
transformational leadership and organisational change outcomes.  
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2.5.5 Transformational leadership and organisational change  
Transformational leadership stimulates innovation, knowledge and generates 
advantages for organisational performance, which are important elements to 
consider in the healthcare delivery systems. Transformational leaders encourage 
good communication networks and a spirit of trust, enabling transmission and 
sharing of knowledge. A transformational leadership style allows the organisation to 
learn through experimentation, communication, dialogue, personal mastery and 
knowledge creation. A learning organisation can acquire and use new and relevant 
knowledge better, develop critical capacities and skills and increase organisational 
performance. In order to provide quality patient care that is based on the best 
available evidence and sound clinical decision making abilities, transformational 
leadership is recommended. This type of leadership also enhances organisational 
learning and absorptive capacity. It allows the organisation to adapt to environmental 
changes and improve organisational performance (Garcı´a-Morales et al, 2008). 
Transformational leaders appeal to the ideals and values of their constituents, 
thereby enhancing commitments to the vision of the organisation. Followers of 
transformational leaders are inspired to develop new ways of thinking about 
problems. Group leaders become more responsible because they are inspired and 
they engage in more constructive behaviour such as organisational citizenship 
behaviour. Employees who report to transformational leaders are more likely to have 
a positive mood throughout the day, which is an important attribute to maintain in 
health care. Judge and Piccollo (2004) reviewed eighty-seven studies in exploring 
the impact of transformational leadership on various measures of performance. 
Transformational leadership showed the highest overall relationship on six criteria, 
namely: follower job satisfaction; follower leader satisfaction; follower motivation; 
leader job performance, group performance and leader effectiveness. Team 
performance and organisational success were strongly linked and proved to be 
positively linked to transformational leadership in the reviewed studies. These 
characteristics of transformational leadership are pivotal in healthcare as it will 
ultimately contribute to quality patient care and improved organisational outcomes, 
especially in the private health care where quality and efficient care are cost drivers.  
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Against the background of the preceding literature review section, it is hypothesised 
that:  
H0;2 There is a significant relationship between transformational leadership and 
organisational change outcomes.  
2.6 ORGANISATIONAL CHANGE  
Businesses are confronted with change continuously, and the success of a business 
is often based on change readiness. Change is necessary as it helps the 
organisation to sustain competitive advantage and to improve organisational 
performance. Organisations failing to introduce their planned change successfully 
can pay a high price as failure can lead to loss of market position and credibility with 
stakeholders as well as decreased morale among management and staff resulting in 
a de-motivated workforce, or worse still, the loss of key employees (Edmonds, 
2011). 
In order to facilitate change and have effective change management processes, 
competent management and transformational leadership are required. The 
behaviour of organisational leaders might thus have a direct influence in the work 
environment that enables change. Gill (2003) suggest that change programmes 
often fail or make the situations worse in organisations and is mainly due to the lack 
of effective leadership. Caldwell, Chatman, O‘Reilly, Ormiston and Lapiz (2008) 
confirm this in stating that leadership is essential in the change process. When a 
leader provides clear and effective support for strategy and change management 
strategies, it is highly likely that change will occur. Leaders might influence the speed 
and effectiveness with which new processes can be implemented and change be 
brought about. The leader is essential in directing, mentoring, coaching and 
promoting effective team work.  
Much of the responsibility of implementing changes within healthcare organisations 
is given to groups or teams. In their review of empirical studies of teams in 
healthcare organisations, Lemieux-Charles and McGuire (2006) pointed out the 
importance of teams in change efforts and suggested that effective team dynamics 
are related to team and organisational success. Werner et al (2011) states that in 
order to improve productivity and satisfaction, many organisations are using a team-
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based approach. Team development should be encouraged as it is aimed at helping 
the team to set goals, analyse and allocate tasks as well as improving group 
processes, such as shared leadership, communication, decision making, trust 
building and improving relationships. According to Edmonds (2011), team roles and 
operating processes need to be defined and inter-team as well as interpersonal 
relationships within a team need to be managed. Organisational change is facilitated 
in the team if the mission, planning and goal setting are clear. Clear roles and 
responsibility of the team, as indicated by the leader, increases the individual 
accountability and aid in problem solving and decision making. Dysfunctional team 
working causes tensions, conflict and insufficient focus on the task at hand. 
Therefore, to achieve successful change, there needs to be open data flow and high 
levels of team support. Teams working in isolation or against other teams will reduce 
the likelihood of organisational goal achievement, but by working across boundaries, 
these goals are more likely to be achieved. 
2.7 ORGANISATIONAL CHANGE OUTCOMES  
Leadership, especially transformational leadership can assist in pioneering change 
and establishing positive change outcomes. In a study conducted by Caldwell et al 
(2008), it was proven that change strategies that had positive change outcomes 
were linked to higher patient satisfaction, and ultimately improved patient care. They 
have also proven that effective leadership are associated with support for change 
and change readiness.  
Transformational leadership has been theoretically and empirically linked to a range 
of organisational outcomes. The outcomes can include enhanced innovation, 
engaged employees, increased motivation and confidence, encouraging employers 
to think creatively and reflectively, improved problem solving abilities, and a positive 
approach to learning innovative practices. The open systems model of organisational 
change, presented by Werner (2011), indicates quality, efficiency and effectiveness, 
customer and employee satisfaction as outcomes of organisational change. In 
healthcare, outcomes such as improved patient satisfaction, improved family 
support, better, more efficient and cost-effective care practices and care delivery will 
be evident. In healthcare where evidence-based care and the need for basing 
decisions on the latest evidence-based care models are essential, transformational 
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leadership can contribute positively to care practitioners delivering evidence-based 
improved care, instead of being traditional and ritualistic care givers. Team work will 
be encouraged and employees will be more open to change and adopting new care 
practices in order to provide high quality patient care (Saros, Cooper and Santora, 
2008, Craig and Smyth, 2012).  
Furthermore, there is a correlation between leadership and culture, and they appear 
to have an intertwined relationship. Leaders shape culture and their fundamental 
roles in changing organisations to reach the goals and support the strategic vision of 
the business is important. A study done by Jandaghi, Matin and Farjarmi (2009) 
proved that transformational leadership and a transformational culture have a 
definite effect on organisational change, success and performance. They claimed 
that transformational leadership and culture are important to make behavioural and 
structural changes in an organisation, which is important for survival in a competitive 
environment. Wiener (2009) concurs, in stating that an organisational culture, with 
transformational leadership that embraces innovation, risk-taking, and learning, 
supports organisational readiness for change and such organisations usually have 
positive change outcomes. Through transformational leadership, leaders can help 
build a strong organisational culture and thereby contribute to a positive climate for 
organisational innovation, organisational behaviour and change within the 
organisation. It is also expected that in private sector organisations, transformational 
leadership will have a positive effect on a competitive, performance-orientated 
organisational culture, which in turn will, have a positive relationship with a climate 
for organisational innovation and change (Sarros et al, 2008).  
There are different perspectives on change, namely transitional, transactional and 
development change. Transitional change represents small, gradual, even 
incremental changes in people, policies, procedures, technology, culture or structure. 
These common changes are driven and orchestrated by management for units, 
departments, divisions or the entire organisation. Transformational change would 
imply radical shifts in underlying assumptions, deep-seated mind-sets, culture, 
strategy or other significant organisational paradigms. Developmental change flows 
form an organisation-wide philosophy of continuous growth and development that 
leads to increasing competitive advantage through dynamic stability. Developmental 
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change is continuous and is based on a constant scanning or doing a SWOT 
analysis of the organisation. Change can also be described as episodic or 
continuous. Episodic change is infrequent, sometimes radical and more likely to be 
experienced intensely. Continuous change may be incremental, emergent and 
without end (Gilley et al, 2009). In order to bring about change in organisations, 
including healthcare organisations, these perspectives have to be considered.  
However, change in healthcare organisations might be difficult as professional 
standards, a unique organisation structure or resource constraints may limit an 
organisations‘ ability to respond to these pressures and implement change 
effectively. In order to aid in the change process, a model for change can be 
implemented. Numerous change models have been developed in an effort to 
understand change and its phases, individual and organisational rates of acceptance 
and processes through which leaders may guide their organisations through the 
change process. One of these models are the adoption of innovations, where Rogers 
(2003) explains individual acceptance rates of change along with varied ways and 
rates in which individuals undertake change. Rogers explains that acceptance of 
change occurs in stages of awareness, interest trial, the decision to continue or quit 
and adoption. Lewin (1951), cited in Kritsonis (2005), created a three-step change 
model of unfreezing and readying workers and organisations for change, movement 
and active engagement in change activities and processes and refreezing new 
behaviours and procedures into routine organisational practices and culture. These 
models of change can be considered when an organisation wants to embark on the 
change process. Werner‘s (2011) model of change also emphasises the importance 
of transformational leadership and vision articulation.  
Total Quality Management (TQM) or Continuous Quality Improvement (CQI) is a 
theory that emphasises the importance of continuous improvement of 
multidisciplinary processes in healthcare with the aim of better meeting the needs of 
the customers. CQI emphasizes the understanding and improvement of work 
processes and systems aimed at improving the quality of the organisation as a 
whole. Inadequate performance is not seen as an individual problem but as a system 
failure and real change can only be achieved by changing the system. 
Organisational changes, strong leadership and team-building are important 
35 
 
components of this approach. Determinants of successful quality improvement 
initiatives in healthcare include the participation of healthcare professionals, the 
provision of feedback to individuals, transformational leadership and a supporting 
organisational culture (Grol, Wensing, Eccles and Davis, 2013).  
Against the background of the preceding literature review section, it is hypothesised 
that:  
H0;3  There is a significant relationship between organisational culture and 
leadership on organisational change outcomes.  
2.8 CHAPTER SUMMARY 
This chapter gave a brief overview of health care in South Africa, organisational 
culture and transformational leadership and the interrelationship between 
organisational culture, leadership and organisational change and change outcomes.  
The theory discussed in this chapter revealed that there is a link between 
transformational leadership, organisational culture and organisational outcomes. 
Transformational leaders help people search for fulfilment and understand their need 
for change. The transformational leader commits to greatness, adopts a long-range 
perspective, builds trust and concentrates resources where the change is needed 
the most. Transformational leadership is positively related to organisation 
performance and creating a positive organisational culture. Based on the theory, the 
following three hypotheses were proposed: 
H0;1. There is a significant relationship between organisational culture and 
organisational change outcomes. 
H0;2 There is a significant relationship between transformational leadership and 
organisational change outcomes.  
H0;3  There is a significant relationship between organisational culture and 
leadership on organisational change outcomes.  
The next chapter focuses on the research design and method that were used in this 
study.  
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CHAPTER 3 
RESEARCH DESIGN AND METHOD 
3.1 INTRODUCTION  
In Chapter 1, an overview of the study was presented. In Chapter 2, a description of 
the narrative literature review was given in order to give the reader an insight into the 
broader contexts of healthcare in South Africa, organisational culture, 
transformational leadership and organisational outcomes.  
Research can be categorised into two broad categories: quantitative and qualitative 
research designs. The research method is as important as the research design, 
because it describes the process that has been followed in executing the research 
plan or blueprint. The purpose of this chapter is to provide a comprehensive 
description of the research design and the method used to reach the primary 
objective of the study, namely to investigate the relationship between organisational 
culture, transformational leadership and organisational change outcomes in private 
intensive care units. The next section provides an overview of various paradigms or 
perspectives in research.  
3.2 PARADIGMATIC PERSPECTIVE  
A paradigm provides the context within which the research will be conducted and 
has a determining influence on the research approach to be used by the researcher. 
A paradigm describes the elemental aspects of what is studied, this includes defining 
what is studied, the questions asked, how these questions should be asked and the 
rules that will be followed to interpret the findings (Botma, Greef, Mulaudzi and 
Wright, 2010). The definition is strengthened by Pilot and Beck (2012) stating that a 
paradigm is a world view, a general perspective on the complexities of the world. 
Paradigms for human inquiry are often characterised in terms of the ways they 
respond to basic philosophical questions, such as: ―what is the nature of reality?‖ 
which refers to the ontological assumption, and what is the relationship between the 
inquirer and those being studied, referring to the epistemological assumption. 
Axiological assumption refers to ―what is the role of values in the inquiry?‖, while the 
methodological assumption refers to the process of research.  
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Furthermore, there are two types of paradigms that can be considered, namely 
positivistic and Interpretivistic (reference is made in some literature to the 
constructivist paradigm). A positivistic paradigm provides a framework for the way 
research is conducted in the natural sciences. Positivism is underpinned by the belief 
that reality is independent of the researcher, and the goal is the discovery of theory 
based on empirical research (Collis and Hussey, 2009). In a positivist paradigm it is 
assumed that there is an objective reality and that natural phenomena are regular 
and orderly (Pilot and Beck, 2012). Interpretivism is underpinned by the belief that 
social reality is not objective but highly subjective, because it is shaped by 
perceptions. It rests on the assumptions that social reality is in people‘s minds, and 
is subjective and multiple. Interpretivistic research involves an inductive process with 
a view to providing interpretative understanding of social phenomena within a 
particular context (Collis and Hussey, 2009). The philosophical assumptions that 
underpin the two main paradigms can belong to a quantitative or qualitative 
paradigm (Collis and Hussey, 2009). The researcher‘s views will be discussed from 
these paradigmatic perspectives.  
3.2.1 Ontological assumption 
Ontology is concerned with how the researcher views the world and nature of reality. 
The researcher accepts the external reality with a real world orientation by looking 
towards that which works. Positivists believe social reality is objective and external to 
the researcher. Therefore, they believe that there is only one reality (Collis and 
Hussey, 2009). The research study focussed on exploring and describing the 
relationship between transformational leadership, organisational culture and 
organisational change outcomes within private intensive care units.  
3.2.2 Epistemological assumption 
According to Collis and Hussey (2009), the epistemological assumption is concerned 
with what is accepted as valid knowledge. This involves an examination of the 
relationship between the researcher and what is researched. Positivists believe that 
only phenomena that are observable and measurable can be validly regarded as 
knowledge. They try to maintain an independent and objective stance. Botma et al 
(2010) concur in stating that epistemology deals with the nature of knowledge, more 
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specifically with the structure of knowledge as demonstrated in methods, theories, 
concepts, rules and procedures. It determines the rules and principles whereby 
research is conducted, where the researcher is impartial and objective in researching 
an objective reality. In this study, an objectively focus was placed on the relationship 
between transformational leadership, organisational culture and organisational 
change outcomes within private intensive care units. This approach allows the 
researcher to study what is of value and utilise the results to bring positive 
consequences, once the data is analysed and interpreted.  
3.2.3 Axiological assumption 
The axiological assumption is concerned with the role of value. Positivists believe 
that the process of research is value-free. Therefore positivists consider that they are 
detached and independent from what they are researching and regard the 
phenomena under investigating as objects. Positivists are interested in the 
interrelationship of the objects they are studying and believe that these objects were 
present before they took an interest in them (Collis and Hussey, 2009). In this study, 
an objective approach was taken and personal bias was minimised in order to obtain 
the correct and most valid results related to the relationship between 
transformational leadership, organisational culture and organisational change 
outcomes within private intensive care units.  
3.2.4 Methodological assumption 
The methodological assumption includes viewing research as systematic and 
methodical while being critical and balanced in the process. It is concerned with how 
to conduct the study and includes the rules and procedures directing the researcher. 
Positivists are likely to be concerned with ensuring that any concepts used in the 
study are operationalized. They usually focus on objective facts and are likely to 
formulate hypotheses for testing and association between variables or causality 
(Collis and Hussey, 2009). In using a quantitative approach, with a structured 
questionnaire as the data collection instrument, the collected data was systematically 
reviewed and analysed.  
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3.3 RESEARCH DESIGN 
Research design refers to the science of planning procedures for conducting studies 
so as to get the most valid findings (Collis and Hussey, 2009). The research design 
in quantitative research provides a plan or blueprint, is the vehicle for testing 
research questions and hypotheses, and involves structure and strategy (Lo-Biondo 
and Haber, 2010). As indicated, the research design for this study followed a 
positivistic paradigm, with a quantitative, explorative, descriptive and contextual 
approach.  
3.3.1 Quantitative research  
Unlike qualitative research, ‗quantitative research‘ is concise and reductionistic. 
Reductionism involves breaking the whole into parts so that the parts can be 
examined. Quantitative researchers remain detached from the study, and try not to 
influence it with their values. Quantitative research describes and examines 
relationships and determines causality among variables. This method is useful for 
testing a theory by testing the validity of the relationships that compose the theory. 
Quantitative researchers gather and analyse empirical evidence and strive for 
generalisation of their findings beyond the study setting. Quantitative research 
incorporates logistic, deductive reasoning as the researcher examines particulars to 
make generalisations about the universe (Burns and Grove, 2013).  
Quantitative researchers tend to use large samples, have an artificial location, and 
be concerned with hypothesis testing rather than qualitative research. Furthermore, 
they tend to produce precise, objective, quantitative data that has a high reliability 
(Collis and Hussey, 2009). In quantitative research the investigator requires control 
to identify and limit the problem to be researched, and attempts to limit the effects of 
extraneous variables that are not the focus of the study. Quantitative researchers 
use deductive reasoning to generate predictions that are tested in the real world. 
They typically move in a systematic fashion from the definition of a problem and the 
selection of concepts on which to focus, to a solution of the problem. Quantitative 
research requires the use of structured interviews, questionnaires, observations, 
scales or physiological instruments that generate numerical data. Statistical analyses 
are conducted to reduce and organise the data, determine significant relationships, 
and identify differences amongst groups. Control instruments and statistical analyses 
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are used to ensure that the research findings accurately reflect reality so that the 
study findings can be generalised (Burns and Grove, 2013; Pilot and Beck, 2012; 
Gerrish and Lacey, 2010).  
Quantitative research has the following characteristics, as analysed by Fox and 
Bayat (2007:78): 
a) Data is in the form of numbers, which allows greater precision in reporting 
results; 
b) The focus is narrow and concise; 
c) Data is collected by means of a structured data collection instrument; 
d) Results are based on larger sample sizes, representative of the population;   
e) Analysis of results is more objective. Methods of mathematical analysis in 
the form of computer software packages can be used for data analysis; 
f) Analysis progresses by way of charts, statistics and tables.  
This research study was quantitative in nature as it used numerical analyses to 
explore the relationship between variables. Data was collected by means of a 
structured questionnaire which was completed by professional nurses in the 
intensive care units in the Nelson Mandela Metropolitan and East London area. Data 
analysis involves the use of mathematical methods and is graphically presented in 
this research study. Statistica Version 12 was used to capture and analyse the data, 
which was done with the assistance of a statistician. In this research study, 
generalisations of the data findings were made using data numbers and statistical 
analysis, which justifies the use of a quantitative rather than a qualitative approach. 
3.3.2 Explorative research 
‗Exploratory research‘ aims to explore variables and phenomena that exist (Fox and 
Bayat, 2007). Exploratory designs are used to employ an open, flexible and inductive 
approach in an attempt to look for new insight into a phenomenon (Burns and Grove, 
2013). An exploratory design was used as the study aimed to explore the 
relationship between organisational culture, transformational leadership and 
organisational change outcomes in private intensive care units in the Nelson 
Mandela Metropolitan and East London area.  
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3.3.3 Descriptive research  
‗Descriptive research‘ aims to describe a certain phenomenon or occurrence in a 
specific context. Burns and Grove (2011) explain that this approach is used to 
generate new knowledge about concepts or a topic about which limited or no 
research is conducted. This research study is descriptive as it aims to describe and 
categorise information by means of a structured questionnaire, which reflects the 
relationship between organisational culture, transformational leadership and 
organisational change outcomes in private intensive care units in the Nelson 
Mandela Metropolitan and East London area.   
3.3.4 Contextual research  
It is important to understand the context or the environment in which the research 
study takes place. For the purpose of this study, the collection of data by means of a 
structured questionnaire took place in the intensive care environment as 
respondents were not allowed to take the questionnaires home. The respondents 
were in their natural environment while completing the questionnaire, implying that 
they could be observed and could reflect upon the study variables, and could relate 
these to the questionnaire, which allowed them to answer the questions as honestly 
as possible.  
Holloway and Wheeler (2010) add another dimension to this context, namely the 
conditions in which the study takes place, which basically means the surroundings, 
circumstances or setting where the study is conducted. The study was conducted in 
a specific context namely six intensive care units at two private healthcare groups in 
the Nelson Mandela Metropolitan and East London areas. It was decided for the 
scope of this study to focus on the private context only, as there were differences 
between these two healthcare settings. One difference was that private hospitals 
were profit-generating, while public hospitals were non-profit generating; they were 
serving the majority of the public society per mandate of the government. 
Professional nurses predominantly cared for critically ill patients in the intensive care 
units. Patients with diverse demographic and disease profiles were admitted to an 
intensive care unit. The professional nurses were chosen as the target population 
because they cared for these patients. These nurses could either only have 
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experience in intensive care nursing, or hold an additional specialisation qualification 
in Intensive Care Nursing.  
3.4 RESEARCH METHOD 
The ‗research method‘ is the plan used to conduct the research study systematically 
and concisely, and for this study it is schematically presented in Figure 3.1. 
 
Figure 3.1: Schematic presentation of research areas used for the quantitative 
approach to the research study.  
3.4.1 Population 
The ‗research population‘ refers to particular types of individuals that meet certain 
criteria for inclusion in a given setting. The target population is the entire set of 
individuals who meet the sampling criteria set out for the specific setting (Burns and 
Grove, 2011). In this study, the research population refers to all the professional 
nurses working in the intensive care units at private hospitals in the Nelson Mandela 
Metropolitan and the East London area, while the ‗target population‘ refers to the 
professional nurses working in adult intensive care units, thus excluding the 
professional nurses working in the neonatal and paediatric intensive care units.   
In order to establish the target population for the study, an informal survey was 
conducted, in which the unit managers of each adult intensive care unit in the Nelson 
Mandela Metropolitan and East London were contacted by e-mail or by phone. The 
information supplied was related to the number of professional nurses working in the 
units. The professional nurses included those who were permanently employed, as 
well as those who were employed on a part-time basis (often referred to as ‗agency 
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workers‘ as they are not employed by the healthcare institution but by a nursing care 
agency). An overview of the information provided by the unit managers of the adult 
intensive care units in the respective units is given in Table 3.1.  
Table 3.1: Population as surveyed in private intensive care units 
Setting Population 
East London 
Hospital A 20 
Hospital B 12 
Hospital C 45 
Port Elizabeth 
Hospital A 48 
Hospital B 40 
Hospital C 15 
Total 180 
3.4.2 Sampling method 
‗Sampling‘ involves selecting a group of people, events, behaviours or other 
elements with which to conduct a study. A sampling plan defines the process of 
making sample selections, whereby a sample is a subset of the population that is 
included in the study. In a positivist study, the sample is chosen to be representative 
of the population from which it is drawn. A sampling method is the process of 
selecting a group of people, events or behaviours that represent the population being 
studied (Burns and Grove, 2011; Collis and Hussey, 2009).  
There are two types of sampling methods namely probability and non-probability 
sampling. Probability sampling method refers to the fact that every member of the 
population has a probability higher than zero of being selected for the sample. In 
non-probability sampling, not every member of the population has an opportunity to 
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be included in the sample or where sample members are not selected randomly 
(Pilot and Beck, 2012; Wegner, 2013). In this study, a non-probability judgement 
sampling method was used. It was decided to include only professional nurses in the 
study, instead of including all the different categories of nurses or other healthcare 
professionals who work in the intensive care units.  
Sample size is related to the size of the population under construction. There is no 
need to select a sample if it is feasible to study the entire population. However, it is 
recommended that a larger sample size be chosen to represent the population. The 
sample size is determined by the statistical analysis planned, the expected variability 
within the subsets in the sample, and the tradition in the area of research (Collis and 
Hussey, 2009). In this research study, it was estimated that the population size 
would include 180 professional nurses. Considering the sampling method used, it 
was not deemed necessary to perform a power analysis to determine the sample 
size. In relation to the sampling method used, 180 questionnaires were handed out 
at the various private intensive care units, as indicated in Table 3.1.  
3.4.3 Data measuring instrument 
Data collection is the precise, systematic gathering of information relevant to the 
research purpose or specific objectives, questions or hypothesis of a study. Data 
collection can be done by means of forms developed or modified for recording 
demographic data, information from patient records, observations or values from 
physiological measures (Burns and Grove, 2011). 
In this research study, data was collected by means of a structured questionnaire 
(See Annexure 7). Questionnaires are simply lists or pre-written questions, which 
can include a wide range of questions. The questionnaire in this study included the 
use of open-ended, as well as Likert-type scale questions. Nominal and ordinal 
scales were used to capture demographic data. The questionnaire construction was 
based on the narrative literature review, and was aimed at measuring the variables 
in the conceptual model of the study. The questionnaire probed the following: 
 Demographic data: A self-constructed 4-items measurement was developed 
to assess the demographic profile of the participants.  
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 Organisational culture: A 14-item self-constructed item measurement was 
developed based on the Competing Value Framework developed by Cameron 
and Quinn (1999).  
 Transformational leadership: Twelve items, to measure transformational 
leadership, were sourced from Bass and Avoloi (2000). The instrument was 
anchored to a five-point Likert scale ranging from (1) strongly disagree to (5) 
strongly agree.  
 Organisational change outcomes: a self-constructed 15-items scale, with a 
five-point Likert scale ranging from (1) strongly disagree to (5) strongly agree 
was sourced from Ramachandran (2013), Weiner (2009) and Werner et al. 
(2012).  
3.4.4 Pilot study 
A ‗pilot study‘ is a smaller version of a proposed study, which is conducted to refine 
the research methodology or strength of the study design. Questionnaires are 
usually piloted on a small sample of people with similar characteristics to those in the 
full study, to assess questions that are misinterpreted or items that are frequently 
missed. Modifications can then be made to the questionnaires before large numbers 
are printed and money wasted. Data collected in a pilot study is not usually included 
with the main results, but may be reported separately and even published if the pilot 
study is a substantial one (Gerrish and Lacy, 2010). The results obtained from this 
pilot study were not included in the final study results. 
According to Burns and Grove (2009:44), a pilot study must be designed to:  
 Determine whether the proposed study is feasible in terms of resources; 
 Identify problems with the study design; 
 Determine whether the sample is representative of the population or whether 
the sample technique is effective; 
 Develop or refine the data collection instrument; 
 Assess the reliability and validity of the data collection instrument; 
 Refine the data collection and analysis plan; 
 Assess the researcher‘s data analysis techniques. 
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Three participants were asked to take part in the pilot study. The research objectives 
and purpose were explained to the participants, and informed consent was obtained 
from individuals who wanted to participate in the pilot study. The questionnaires were 
handed out to the participants, who completed them in half an hour without needing 
any clarification from the researcher. The results of the pilot study proved that the 
questionnaire tested what was expected. The questions were clearly understood and 
no clarification was required. No changes with regard to the content of the 
questionnaire were made, and minor editorial corrections were noted and made. 
3.4.5 Data collection procedure 
Consent was obtained from the institutional academic (H14-BES-HRM-058) and 
healthcare ethic committees (see annexures) before embarking on the study. Once 
participants agreed to participate in the study, questionnaires were distributed in the 
intensive care units in the Nelson Mandela Metropolitan and East London area. The 
questionnaires were given to the participants at the beginning of each shift, day and 
night. It was made clear that the participants were not allowed to take the 
questionnaires home, and had to complete them while on duty in order to ensure the 
reliability of the responses. The unit managers assisted in coordinating this process, 
which was repeated until all the shifts had been included. Owing to the time and 
geographical location of the various intensive care units, in having a researcher 
present at the site during the data collection period, three fieldworkers were trained 
to assist with the data collection. Where possible, the researcher remained in the unit 
for 10 to 15 minutes at the beginning of the data-collection process, after which 
participants could contact the researcher by phone, if required. The same procedure 
was followed in all the adult intensive care units in the selected geographical areas.  
The participants were not allowed to share information or complete the 
questionnaires at home, and their answers had to be based on working knowledge. 
They were instructed to post the completed questionnaires in sealed boxes, which 
were placed at the central nursing stations or unit managers‘ offices in each unit, 
before going off duty. The researcher or the fieldworkers collected the questionnaires 
at a pre-arranged time and date from the unit managers, who assisted with the 
process. The data collection process continued over a period of three weeks, which 
enabled the professional nurses on all the shifts to be included in the study. In the 
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180 questionnaires that were handed out, none of the participants indicated that they 
did not want to participate in the study. Of the total questionnaires distributed, 130 
were returned, a response rate of 72%.  
3.4.6 Data analysis  
Data analysis comprises three steps: identification of the study objectives, data 
preparation and data presentation (Myatt, 2007). These three steps, as applied in the 
research study, are discussed below. 
 Identification of the study objective 
The objective of the study with regard to the data collection instrument was to collect 
data on the demographic, transformational culture and leadership independent 
variables.  
 Data preparation 
The process of data collection and preparation is critical to the confidence with which 
decisions can be made. The data needs to be put into a tabular format in order to 
characterize all the variables. Data also needs to be cleaned by resolving any 
ambiguities, errors and removing redundant and problematic data. Details 
concerning the steps taken to prepare data for analysis should be recorded. This not 
only provides documentation of the activities performed, but also provides a 
methodology to apply to a similar data set in the future (Myatt, 2007).  
On collection of the completed questionnaires, the data analysis process was started 
by ensuring that the data was reliable and represented the defined target population. 
All questionnaires were checked for comprehensiveness and completeness. As 
enrolled nurses were employed in the intensive care units, the demographic section 
of all the questionnaires were checked to ensure that only professional nurses 
completed the questionnaires, especially since the researcher was not available on 
all the shifts to hand out the questionnaires.   
Coding is the process of transforming data into numerical symbols that can be 
entered easily into the computer (Burns and Grove, 2009). Data was coded after the 
collection process was completed. Apart from the reference number on each 
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questionnaire, a number was assigned to each questionnaire from the different 
geographical areas. Numbers 1-55 were assigned to the questionnaires collected 
from professional nurses in intensive care units in the East London area, while 
numbers 56-130 were assigned to those collected from nurses in the private 
intensive care units in the Nelson Mandela Metropolitan area. Coding was also done 
for the two different hospital groups, which can assist with cross tabulations and 
comparison of data sets if required.    
Each variable for each question was coded for the data capture sheet prepared by 
the statistician. Data was categorised by using constant, dichotomous, discrete and 
continuous variables. It was decided to categorise demographic variables to allow for 
cross tabulation and to test the hypothesised relationship, if required, during the 
analysis process. The variables were categorised as follows: 
 Gender: male=1 and female=2; 
 Years‘ experience: <1 year=1; 1-4 years=2; 5-9 years=3; 10-19 years=4; >20 
years= 5;  
 Age: <25 years=1; 25-29 years=2; 30-39 years=3; 40-49 years =4; 50-59 
years=5; >60 years=6;  
 Position held: hospital manager=1; unit manager=2, shift leader=3; 
permanently employed registered nurse=4; agency worker=5; clinical 
facilitator/mentor=6; other=7.  
 
The variables for the questions in Sections B, C, D and E of the questionnaire were 
coded from 1-5 depending on the responses to the questions posed. Data tables for 
the capturing of the data were created by a statistician. Having performed the 
preliminary data characterisation, the data cleaning process was then done before 
translating it into a suitable form for data analysis. Questionnaires were re-checked 
for missing data. Variables measured on interval and ratio scales were cleaned by 
checking for the correct responses. Variables that were not noted by the participants 
as well as missing data points were removed from the data tables. Data 
transformation was done in order to make sense of the raw data. Data 
transformations included using normalisation methods such as minimum-maximum 
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formulas and decimal scaling. Frequency tables for every response in each section 
were created by the statistician, using M-Soft Excel and Statistica version 12.  
 Data analysis 
‗Data analysis‘ comprised two major tasks: summarising the data and finding hidden 
relationships amongst variables. Data was summarised using tables and graphs. To 
ensure consistency, bar graphs were used throughout the study to display and 
summarise the data. Descriptive statistical analyses by means of measuring central 
tendency were used to analyse the demographic data, as illustrated in Section A of 
the questionnaire. The Chi-squared statistic and the ANOVA were used to 
investigate whether any of the demographical variables were related to results 
obtained for the subscales and scales related to organisational culture, 
transformational leadership and organisational change outcomes. Correlation 
analyses were done between the scales and subscales of the dependent and 
independent variables. Multiple linear regression analysis was done to investigate 
the relations between the dependent and independent variables. However, because 
of strong correlations among potential independent variables (multi-collinearity), it 
was not feasible to conduct regression analysis with the organisational culture and 
leadership sub-scales.   
 Data presentation 
‗Data presentation‘ involves setting up a plan to deliver the results of the analysis to 
the reader of the research project. The report of the data analysis is presented in 
Chapter 4 of this study. 
3.5 RELIABILITY  
‗Reliability‘ represents the consistency of the measure obtained. A re-test can be 
done to test the reliability coefficient. Internal consistency can be determined by 
using the Cronbach‘s alpha reliability coefficient test. The coefficient ranges between 
0.00 and 1.00, with coefficients higher than 0.80 being the most reliable. Nunnally 
and Bernstein (1994) suggest an alpha of 0.80 and greater to be reliable.  
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In this study, the Cronbach‘s coefficient alpha was used to calculate the internal 
consistency of the measuring scales. A five-point Likert-type scale was used as part 
of the data collection instrument (1=strongly disagree and 5= strongly agree). The 
results are reported in Table 3.2. From these results it can be concluded that the 
instrument was very reliable as a score of 0.80 or above was obtained for all factors, 
with leadership obtaining the highest score of 0.97.  
Table 3.2: Cronbach's alpha coefficients - All factors 
Factors Cronbach‘s alpha 
OC1 Teamwork 0.80 
OC2 Innovation 0.84 
OC3 Patient care 0.84 
OC4 Professional development 0.81 
OC Organisational Culture 0.86 
L1 Idealised influence of charisma 0.91 
L2 Inspirational motivation 0.94 
L3 Individualised consideration 0.81 
L4 Intellectual stimulation 0.93 
L Leadership 0.97 
OCO1 Patient and family satisfaction 0.84 
OCO2 Innovative and collaborative staff practices 0.93 
OCO3 Organisational effectiveness and change 0.90 
OCO Organisational Change Outcomes 0.90 
3.6 VALIDITY  
Validity refers to the extent to which the questionnaires measures what it is 
supposed to measure by obtaining data relevant to the topic to which is being 
measured (Scott and Mazhindu, 2014). Although there are various types of validity, 
only two types, namely content and face validity, were used in this study. ‗Content 
validity‘ concerns the representativeness of the questions used in the data 
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instrument. One was to ensure that the questions asked of the respondents were 
valid, pertinent and measurable to conduct a thorough literature review of the topic 
before constructing the questionnaire, which was done. Content validity was further 
ensured by submitting the questionnaire to experts in the field of critical care and 
management in health. The research supervisor ensured that the content was 
relevant to the topic of discussion. ‗Face validity‘ was obtained through asking an 
external person to assess the questions for accuracy and completeness. In this 
study, the statistician assessed face validity in terms of the questionnaire format, 
layout, and whether the type of questions was suitable for statistical analysis.  
3.7 CHAPTER SUMMARY 
In this chapter, an overview was given with regard to the research paradigm, 
methods, which included population, sampling method, sample size, data collection 
measuring instruments, data collection method and analyses. The study followed a 
positivistic approach where a quantitative, explorative, descriptive and contextual 
approach was followed. Structured questionnaires were distributed amongst 
professional nurses in private intensive care units, with an acceptable response rate 
of 72%. The data collection instrument proved to be reliable as all the factors, 
according to the Cronbach‘s alpha, obtained scores of 0.80 or above, with leadership 
obtaining the highest score of 0.97. Data was analysed, using descriptive and 
inferential statistics. The data is presented and analysed in the next chapter.  
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 CHAPTER 4  
EMPIRICAL RESULTS  
4.1 INTRODUCTION  
In Chapter one, an overview of the study was presented. In Chapter two, a 
description of the narrative literature review was given in order to give the reader an 
insight into the broader contexts of health care in South Africa, organisational 
culture, transformational leadership and organisational outcomes. Chapter three 
provided a comprehensive description of the research design and the method used 
to reach the primary and secondary objectives of the study, which were to:  
i. Explore whether a transformational culture is prevalent; 
ii. Explore whether transformational leadership is prevalent;  
iii. Explore whether the desired organisational change outcomes are prevalent;  
iv. Determine the relationship between the demographic variables, and 
responses to organisational culture, transformational leadership and 
organisational change outcomes; 
v. Investigate the relationship between, culture, transformational leadership 
and organisational change outcomes. 
The purpose of this chapter is to present, analyse and discuss the data as obtained 
from the administration of the structured questionnaire. Descriptive and inferential 
statistical data analyses were used. Multiple linear regression analyses, including 
chi-square, ANOVA (analyses of variances) and correlation analyses were 
conducted to investigate the relationship between the demographic variables, 
organisational culture, transformational leadership and organisational change 
outcomes in private intensive care units.  
4.2 DEMOGRAPHIC DATA 
A summary of the demographic data as collected from the sample is depicted in 
Table 4.1.  
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Table 4.1: Demographic distribution of the sample (n = 130) 
Variable n Percentage 
Gender: 
Female 
Male 
 
122 
8 
 
94% 
6% 
Age : 
< 25 years 
25-30 years 
31-40 years 
41-50 years 
51-60 years 
61-65 years  
 
5 
8 
36 
45 
30 
6 
 
4% 
6% 
28% 
35% 
23% 
5% 
Years working in INTENSIVE CARE UNIT: 
<1 year 
1-5 years 
5-9 years 
10-19 years 
>20 years 
 
22 
27 
35 
23 
23 
 
17% 
21% 
27% 
18% 
18% 
Position held in INTENSIVE CARE UNIT: 
Hospital manager  
Unit manager 
Shift leader 
Permanent 
Agency 
Clinical facilitator/mentor  
 
0 
11 
36 
61 
21 
1 
 
0% 
8% 
28% 
47% 
16% 
1% 
From Table 4.1 it is evident that that the sample was female-dominant (94%). 
Statistics obtained from the South African Nursing Council show that in the Eastern 
Cape, professional nurses comprise 13667 females and 1271 males (South African 
Nursing Council, 2014). No statistics were available on the gender distribution in 
intensive care units across South Africa.  
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With regard to the age distribution amongst the professional nurses who participated 
in the research study, the majority of the participants (62%) were between 31 to 50 
years of age. The statistics in the study were similar to the national statistics as 
registered on the data base of the South African Nursing Council, which revealed 
that the highest proportion of nurses (29%) in South Africa was between the ages of 
40 to 49 years, while 31% was between 50 to 59 years, 19% between the ages of 30 
to 39 years, 4% less than 30 years and 17% more than 60 years of age (South 
African Nursing Council, 2014). No statistics on age distribution within intensive care 
units in South Africa were found.  
Data analysed revealed that the majority (65%) of the participants worked in the 
intensive care units for less than ten years. A national audit done on intensive care 
resources in South Africa (Scribante and Bhagwanjee, 2007) revealed that 43% of 
professional nurses in intensive care units had five years or less experience in an 
intensive care unit, 33% between six and nine years, 16% between 10 and 20 years‘ 
experience and 8% more than 20 years of intensive care unit experience. The results 
for this study were not quite congruent with that of the national South African audit, 
but it should be noted that this study was only done in one province of the country. 
This does imply however that the results for this study cannot be generalised to the 
national population. 
Data with regard to position that participants held within the intensive care units 
revealed that no hospital managers participated in the study, while 36% of the 
participants were in management positions (being shift leaders), 47% were 
permanently employed and 16% of the nurses were employed via an agency 
organisation. These statistics differ from those of the national audit (Scribante and 
Bhagwanjee, 2007) which revealed that there are 64% permanent and 36% agency 
workers in intensive care units. However, one should take note that this is the only 
audit that was done in South Africa, which was in 2007 and that national statistics 
were compared to provincial statistics (as collected in this study).  
In summary, the results reveal that most of the respondents were female, between 
the ages of 31 to 50, were working in the private intensive care units between five 
and nine years and were permanently employed professional nurses.  
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4.3 DESCRIPTIVE STATISTICS 
Descriptive statistics consisting of frequency distributions and measures of central 
tendency and dispersion are presented in this section. Although a 5-point Likert 
scale was used, the frequencies are reported for three categories, with the strongly 
agreed and agreed responses grouped together and the strongly disagreed and 
disagreed responses grouped together. The mean and standard deviation for each 
questionnaire item are indicated as measures of central tendency and dispersion. 
4.3.1 Organisational culture  
The questions in this section were structured in such a way in order to elicit whether 
transformational culture was prevalent in the private intensive care units. The 
responses are indicated in Table 4.2. 
Table 4.2: Descriptive Statistics for the questionnaire items relating to 
Organisational Culture  
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SD 
TEAMWORK 
Teamwork is valued in 
the unit 
2 2% 4 3% 9 7% 43 33% 72 55% 4.38 0.87 
Optimal patient care is 
driven by team work 
rather than by isolated 
individuals 
1 1% 5 4% 13 10% 48 37% 62 48% 4.28 0.86 
The opinions of each 
team member are 
considered in patient 
care decisions 
0 0% 9 7% 23 18% 64 49% 34 26% 3.95 0.85 
INNOVATION 
Innovative care practices 
are encouraged 
0 0% 8 6% 31 25% 63 50% 24 19% 3.82 0.81 
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Care practices are 
aligned with the latest, 
available innovative 
techniques, procedures 
and practices 
0 0% 8 6% 26 20% 70 54% 25 19% 3.87 0.79 
Best and innovative 
practices are discussed 
and promoted 
0 0% 9 7% 33 26% 59 46% 28 22% 3.82 0.85 
PATIENT CARE 
Reflective sessions are 
held to discuss ways to 
improve care delivery 
4 3% 18 14% 34 26% 44 34% 30 23% 3.60 1.08 
Providing the best 
quality patient care is 
our focus 
2 2% 4 3% 10 8% 54 42% 58 45% 4.27 0.86 
Quality patient outcomes 
are a high priority in the 
unit 
1 1% 5 4% 15 12% 65 50% 44 34% 4.24 0.75 
Staff are valued and 
considered as an 
important link in care 
delivery 
2 2% 3 2% 15 12% 64 49% 46 35% 3.64 0.99 
Staff members are 
supportive in optimising 
patient care 
2 2% 2 2% 22 17% 68 53% 35 27% 4.06 0.70 
PROFESSIONAL DEVELOPMENT 
Professional 
development is 
encouraged and 
facilitated 
3 2% 22 
17
% 
23 18% 57 44% 25 19% 4.12 0.82 
Excellence is promoted 0 0% 3 2% 15 12% 57 45% 52 41% 4.15 0.83 
Opportunities are 
created for further 
professional 
development 
3 2% 15 
12
% 
32 25% 55 43% 24 19% 4.02 0.80 
In-service learning is 
practised regularly 
0 0% 2 2% 22 17% 72 55% 34 26% 3.61 1.05 
From the results in Table 4.2 it is evident that teamwork (88% strongly agreed and/or 
agreed) was valued as a component of organisational culture. The participants 
strongly agreed and agreed (85%) that patient care was driven by team work, while 
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75% strongly agreed or agreed that each team member‘s opinion was considered in 
making patient care decisions.  
The section on innovation elicited the lowest scores of all the sections related to 
organisational culture. Although 77% of the participants strongly agreed or agreed 
that care practices were aligned with the latest, available innovative techniques, 
procedures and practices, only 69% of the participants strongly agreed or agreed 
that innovative care practices were encouraged, while only 68% of the participants 
stated that best and innovative practices were discussed and promoted.  
In terms of patient care, a high score was obtained for providing best quality patient 
care (87%), having quality patient outcomes prioritised in the unit (86%), and having 
staff members support in optimising patient care. However, lower scores were 
obtained for the following: 
a) Staff were valued and considered as an important link in care delivery (62% 
strongly agreed or agreed); 
b) Reflective sessions were held to discuss ways to improve care delivery (57% 
strongly agreed or agreed). 
In terms of professional development, the majority of the participants indicated that 
professional development was encouraged and facilitated (84% strongly agreed or 
agreed); excellence was promoted (84% strongly agreed or agreed) and 
opportunities for further development were created (80% strongly agreed or agreed). 
However, only 63% (strongly agreed or agreed) of the participants indicated that in-
service learning was practised regularly. The average scores for the different 
sections are as follows: 
a) Teamwork: 83% 
b) Innovation: 71% 
c) Patient care: 75% 
d) Professional development: 78% 
An overall average score (77%) for the section exploring organisational culture 
suggests that a transformational organisational culture existed within the private 
intensive care units in the Nelson Mandela Metropolitan and East London area.  
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4.3.2 Transformational leadership 
The section of the questionnaire explored whether transformational leadership was 
prevalent within the private intensive care units sampled in the study. The items were 
itemised within four sections, namely idealised influence of charisma, inspirational 
motivation, individualised consideration and intellectual stimulation, which is in line 
with the behaviours of a charismatic leader as explored in the theoretical study. The 
results are illustrated in Table 4.3. 
Table 4.3: Descriptive Statistics for questionnaire items related to 
Transformational Leadership  
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IDEALISED INFLUENCE OF CHARISMA   
The leader in our unit 
helps to achieve 
organisational goals by 
making strategic 
decisions 
4 3% 7 5% 21 16% 55 43% 42 33% 3.96 1.00 
The leader in the unit is 
future-oriented and 
visionary 
5 4% 7 5% 27 21% 46 36% 44 34% 3.91 1.06 
My immediate leader 
articulates the vision for 
the unit and organisation 
clearly 
4 3% 11 9% 20 16% 51 40% 40 32% 3.89 1.05 
INSPIRATIONAL MOTIVATION   
My leader makes 
everyone around 
him/her enthusiastic 
about patient care and 
care delivery 
4 3% 12 9% 17 13% 57 45% 38 30% 3.88 1.04 
The leader inspires 
loyalty amongst 
employers towards the 
organisations 
4 3% 11 9% 24 19% 51 40% 37 29% 3.83 1.04 
The leader models 
professionalism 
7 5% 9 7% 15 12% 51 40% 47 36% 3.95 1.12 
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The leader inspires 
professional nurses to 
excel in care delivery 
6 5% 7 5% 16 13% 55 43% 44 34% 3.97 1.06 
INDIVIDUALISED CONSIDERATION 
The leader 
demonstrates trust in our 
ability to perform core 
nursing practices 
6 5% 7 5% 16 12% 58 45% 42 33% 3.95 1.04 
The leader publically 
praises exceptional 
contributions to health 
care practices 
5 4% 11 9% 22 17% 53 41% 37 29% 3.83 1.07 
INTELLECTUAL STIMULATION 
The leader enables me 
to think about traditional 
health care practices in 
a new way 
6 5% 14 11% 38 30% 52 41% 18 14% 3.48 1.02 
The leader provides me 
with new ways of solving 
challenging patient 
situations 
7 5% 9 7% 30 23% 56 43% 27 21% 3.67 1.05 
The leader encourages 
continuous 
excellence/improvement 
amongst professional 
nurses 
7 5% 9 7% 12 9% 59 46% 42 33% 3.93 1.09 
The leader encourages 
creativity amongst 
professional nurses 
8 6% 8 6% 16 12% 63 49% 34 26% 3.83 1.08 
Derived from data presented in Table 4.3, it is evident that leaders in the private 
intensive care units showed characteristics of having idealised influence of charisma. 
The participants strongly agreed or agreed (76%) that the leaders helped them to 
achieve organisational goals by making strategic decisions, while 72% strongly 
agreed or agreed that the leader articulated the vision for the organisation clearly 
and 70% indicated that the leader was future orientated and visionary.  
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In exploring inspirational motivation with regard to transformational leadership, the 
participants strongly agreed or agreed (76%) that the leader was enthusiastic about 
patient care delivery, 76% indicated that the leader modelled professionalism, while 
77% strongly agreed or agreed that the leader inspired them to excel in patient care 
delivery. However, only 69% of the participants strongly agreed or agreed that 
leaders inspired loyalty amongst employers towards the organisation.  
Questionnaire items related to individualised consideration revealed that the leaders 
in the organisation demonstrated trust in the employees‘ ability to perform core 
practices (78%), while 70% of the participants strongly agreed or agreed that leaders 
praised them for exceptional contributions in health care practices.  
Lower scores were obtained for items related to intellectual stimulation. Although the 
participants strongly agreed or agreed (79%) that the leaders encouraged 
continuous excellence and improvement of care and creativity (75%) amongst 
professional nurses, only 64% strongly agreed or agreed that the leaders provided 
them with new and challenging ways to solve patient care problems. Furthermore, 
only 55% strongly agreed or agreed that the leader encouraged new thinking with 
regard to changing traditional ways. These scores might correlate with the lower 
scores obtained for innovation as indicated in the previous section of the results. The 
average scores for the different sections related to charismatic leadership are as 
follows: 
a) Idealised influence of charisma: 73% 
b) Inspirational motivation: 74% 
c) Individualised consideration: 74% 
d) Intellectual stimulation: 68% 
In summary, it can thus be concluded that the section related to intellectual 
stimulation scored the lowest (68%), followed by idealised influence of charisma 
(73%) and 74% respectively for the other two sections. An overall mean score of 
72% for the section suggests that transformational leadership were prevalent within 
the private intensive care units in the Nelson Mandela Metropolitan and East London 
areas.  
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4.3.3 Organisational Change Outcomes  
The items in this section of the questionnaire explored whether the desired 
organisational change outcomes were prevalent in the private intensive care units 
sampled in this study. The section addressed items related to patient and family 
satisfaction, innovative and collaborative staff practice and organisational 
effectiveness and change. The results are depicted in Table 4.4. 
Table 4.4: Descriptive Statistics for questionnaire items related Organisational 
Change Outcomes  
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PATIENT AND FAMILY SATISFACTION 
Improved patient 
satisfaction 
0 0% 3 2% 20 16% 78 61% 27 21% 4.01 0.68 
Family members 
reporting improved 
family support 
0 0% 1 1% 30 23% 75 58% 23 18% 3.93 0.66 
INNOVATE AND COLLABORATIVE STAFF PRACTICES 
Increased awareness of 
innovative best practices 
0 0% 5 4% 28 22% 66 52% 29 23% 3.93 0.78 
Improved care practices 
are reported in patient 
care audits 
0 0% 4 3% 34 26% 65 50% 26 20% 3.88 0.76 
Evidence-based 
improved care 
0 0% 7 5% 32 25% 62 48% 28 22% 3.86 0.82 
A more positive 
approach to learning 
innovative practices 
0 0% 6 5% 36 28% 62 48% 24 19% 3.81 0.79 
Staff members being 
more reflective about 
patient care decisions 
1 1% 5 4% 33 26% 72 56% 18 14% 3.78 0.76 
Improved creativity and 
problem solving ability 
amongst professional 
nurses 
1 1% 6 5% 39 30% 65 50% 18 14% 3.72 0.79 
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SD 
Improved teamwork is 
evident amongst 
professional nurses in 
the unit 
1 1% 2 2% 30 23% 68 53% 28 22% 3.93 0.76 
A heightened sense of 
enthusiasm about care 
delivery and practices 
1 1% 6 5% 44 34% 55 43% 22 17% 3.71 0.83 
A greater confidence 
level displayed amongst 
professional nurses 
1 1% 8 6% 39 30% 53 41% 28 22% 3.77 0.89 
ORGANISATIONAL EFFECTIVENESS AND CHANGE 
Increased cost-effective 
care practices 
1 1% 5 4% 37 29% 59 46% 26 20% 3.81 0.83 
More efficient care 
practices 
1 1% 4 3% 33 26% 66 52% 24 19% 3.84 0.79 
Efficient utilisation of 
available resources 
1 1% 5 4% 29 23% 63 49% 30 23% 3.91 0.83 
Staff members being 
more open to change 
and new practices 
1 1% 10 8% 45 35% 47 36% 26 20% 3.67 0.91 
Less utilisation of 
traditional care practices 
1 1% 6 5% 53 41% 52 40% 17 13% 3.60 0.80 
Less utilisation of 
ritualistic practices 
1 1% 6 5% 53 41% 51 40% 18 14% 3.61 0.81 
Derived from the data, as illustrated in Table 4.4, it can be concluded that patient 
and family satisfaction were regarded as positive organisational change outcomes in 
the private intensive care units. The participants strongly agreed or agreed (82%) 
that improved patient satisfaction was evident in the intensive care units, while 
improved family support obtained a score of 76%. Although five of the nine items 
related to innovative and collaborative staff practices obtained a score of between 
70% and 75%, the remaining four items obtained a score lower than 70%, as is 
indicated below. 
 67% of the participants strongly agreed or agreed that a positive approach to 
learning innovative practices were prevalent; 
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 64% of the participants strongly agreed or agreed improved creativity and 
problem solving were prevalent amongst critical care nurses; 
 63% of the participants strongly agreed or agreed that a greater confidence 
level were displayed amongst critical care nurses; 
 60% strongly agreed or agreed that a heightened send of enthusiasm about 
care delivery and practices were prevalent in the private intensive care units.  
In exploring organisational care practice outcomes, the two items that obtained the 
highest scores were for efficient utilization of available resources (72%) and more 
efficient care practices (71%). Of the participants, 66% indicated increased efficient 
care practices as part of positive organisational outcomes. Furthermore, 56% of the 
participants indicated that staff members were more open to change and 
implementing new practices, while 54% indicated that the use of ritualistic practices 
did not decrease and 53% indicated less utilisation of traditional care practice. The 
average scores for the different sections are as follows: 
a) Patient and family satisfaction: 79% 
b) Innovative and collaborative staff practices: 68% 
c) Organisational effectiveness and change: 62% 
In summary, it can thus be concluded that the items related to patient and family 
satisfaction obtained the highest scores within this section, while organisational 
effectiveness and change obtained the lowest scores (62%). An overall average 
score (70%) for the section suggests that organisational change outcomes were 
prevalent within the private intensive care units in the Nelson Mandela Metropolitan 
and East London area.  
The third objective of the study was to explore whether the desired organisational 
change outcomes were prevalent in private intensive care units. Derived from the 
data as analysed in this section, it is evident that organisational change outcomes 
were prevalent in private intensive care units. However, the items that scored lower, 
as indicated above, should be noted.  
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4.4 CHI-SQUARE HYPOTHESIS TESTING OF DEMOGRAPHICAL DATA  
An aim for the research study was to investigate the relationship between the 
demographic variables, namely the age of the participants and the number of years 
worked in an intensive care units, and responses to organisational culture, 
leadership and organisational change outcomes. The hypotheses formulated were 
as follows: 
H0:  There is no association between age and responses to organisational 
culture, leadership and organisational change outcomes.  
H1:  There is an association between age and responses to organisational 
culture, leadership and organisational change outcomes. 
H0:  There is no association between years worked in an intensive care unit and 
responses to organisational culture, leadership and organisational change 
outcomes.  
H1:  There is an association between years worked in an intensive care unit and 
responses to organisational culture, leadership and organisational change 
outcomes.  
4.4.1 Years worked in the intensive care unit and organisational culture  
The chi-squared hypotheses tests were used to investigate whether the stated 
categorical variables are statistically associated. The relationship between the years 
that the participants were working in the intensive care units and their responses to 
organisational culture is depicted in Table 4.5. 
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Table 4.5: Contingency Table - Years of service and Organisational Culture 
 
Organisational Culture 
Years of service Lower Middle Higher Total 
< 1 year 3 14% 12 55% 7 32% 22 100% 
1-4 years 6 22% 13 48% 8 30% 27 100% 
5-9 years 13 37% 15 43% 7 20% 35 100% 
10-19 years 7 30% 13 57% 3 13% 23 100% 
20+years 4 17% 12 52% 7 30% 23 100% 
Total 33 25% 65 50% 32 25% 130 100% 
(Chi²(d.f. = 8, n = 130) = 7.31; p = .503). 
From the data as illustrated in Table 4.5, it is evident that the null hypothesis is 
accepted as there is no association between the years that the participants worked 
in intensive care units and responses to organisational culture. In testing the 
relationship between the years worked in private intensive care units and subscales 
related to organisational culture, no association were found as illustrated by the 
following results: 
 Teamwork: (Chi²(d.f. = 8, n = 130) = 5.01; p = .756); 
 Innovation: (Chi²(d.f. = 8, n = 129) = 12.88; p = .116); 
 Patient care: (Chi²(d.f. = 8, n = 130) = 5.26; p = .729); 
 Professional development: (Chi²(d.f. = 8, n = 130) = 3.36; p = .910). 
The data suggest that, irrespective of how long the respondents have worked in the 
intensive care units, they perceived the organisational culture in a similar manner. 
4.4.2 Years worked in the intensive care unit and transformational leadership  
The relationship between the years that participants were working in intensive care 
and their responses to transformational leadership is depicted in Table 4.6. 
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Table 4.6: Contingency Table – Years of service and transformational 
leadership 
 
Leadership 
Years of service Lower Middle Higher Total 
< 1 year 3 14% 12 55% 7 32% 22 100% 
1-4 years 8 30% 11 41% 8 30% 27 100% 
5-9 years 11 31% 18 51% 6 17% 35 100% 
10-19 years 6 27% 11 50% 5 23% 22 100% 
20+years 4 17% 13 57% 6 26% 23 100% 
Total 32 25% 65 50% 32 25% 129 100% 
(Chi²(d.f. = 8, n = 129) = 4.87; p = .772). 
From the data illustrated in Table 4.6, it is evident that the null hypothesis is 
accepted as there is no association between the years that the participants worked 
in intensive care units and their responses to transformational leadership. No 
association was found as illustrated by the following results: 
 Idealised influence of charisma: (Chi²(d.f. = 8, n = 130) = 7.31; p = .503); 
 Inspirational motivation: (Chi²(d.f. = 4, n = 129) = 3.10; p = .541); 
 Individualised consideration: (Chi²(d.f. = 8, n = 129) = 4.59; p = .800); 
 Intellectual stimulation: (Chi²(d.f. = 8, n = 129) = 3.45; p = .903). 
The results suggest that the respondents, irrespective of the years they worked in 
intensive care units, had similar views with regard to transformational leadership. 
4.4.3 Years worked in the intensive care unit and organisational change 
outcomes  
The relationship between the years that participants were working in intensive care 
units, and their responses to organisational change outcomes are depicted in Table 
4.7. 
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Table 4.7: Contingency Table – Years of service and Organisational Change 
Outcomes  
 
Organisational Change Outcomes 
Years of service Lower Middle Higher Total 
< 1 year 5 23% 9 41% 8 36% 22 100% 
1-4 years 6 22% 13 48% 8 30% 27 100% 
5-9 years 7 20% 22 63% 6 17% 35 100% 
10-19 years 6 26% 12 52% 5 22% 23 100% 
20+years 7 32% 10 45% 5 23% 22 100% 
Total 31 24% 66 51% 32 25% 129 100% 
(Chi²(d.f. = 8, n = 129) = 4.86; p = .773). 
From the data, illustrated in Table 4.7, it is evident that the null hypothesis is 
accepted as there is no association between the years that the participants worked 
in intensive care units and their responses to organisational change outcomes. No 
association was found as illustrated by the following results: 
 Patient and family satisfaction: (Chi²(d.f. = 8, n = 129) = 6.00; p = .648). 
 Innovative and collaborative staff practices: (Chi²(d.f. = 8, n = 129) = 7.47; p 
= .487). 
 Organisational effectiveness and change: (Chi²(d.f. = 8, n = 129) = 6.90; p = 
.547). 
 Intellectual stimulation: (Chi²(d.f. = 8, n = 129) = 4.86; p = .773). 
These results also suggested that the respondents, irrespective of the years worked 
in intensive care units, had similar views with regards to organisational change 
outcomes.  
4.4.4 Age of the participants and organisational culture  
The relationship between the age of the participants and their responses to 
organisational culture is depicted in Table 4.8. 
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Table 4.8: Contingency Table – Age of the participants and Organisational 
Culture 
 
Organisational Culture 
Age Lower Middle Higher Total 
<40 years 13 27% 27 55% 9 18% 49 100% 
40-49 years 10 22% 24 53% 11 24% 45 100% 
50+ years 10 28% 14 39% 12 33% 36 100% 
Total 33 25% 65 50% 32 25% 130 100% 
(Chi²(d.f. = 4, n = 130) = 3.42; p = .491). 
From the data, illustrated in Table 4.8, it is evident that the null hypothesis is 
accepted as there is no association between the age of the participants and their 
responses to organisational change outcomes. In testing the relationship between 
the age of the participants and the subscales related to organisational culture, no 
association was found, as illustrated by the following results: 
 Teamwork: (Chi²(d.f. = 4, n = 130) = 5.77; p = .217); 
 Innovation: (Chi²(d.f. = 4, n = 129) = 2.69; p = .611); 
 Patient care: (Chi²(d.f. = 4, n = 130) = 4.69; p = .321); 
 Professional development: (Chi²(d.f. = 4, n = 130) = 3.19; p = .526). 
The results suggested that the respondents, irrespective of their different ages, had 
similar views on organisational culture. 
4.4.5 Age of the participants and transformational leadership   
The relationship between the age of the participants and their responses to 
organisational culture is depicted in Table 4.9. 
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Table 4.9: Contingency Table – Age of the participants and transformational 
leadership  
 
Leadership 
Age Lower Middle Higher Total 
<40 years 14 29% 25 51% 10 20% 49 100% 
40-49 years 10 22% 21 47% 14 31% 45 100% 
50+ years 8 23% 19 54% 8 23% 35 100% 
Total 32 25% 65 50% 32 25% 129 100% 
(Chi²(d.f. = 4, n = 129) = 1.84; p = .764). 
From the data, illustrated in Table 4.9, it is evident that the null hypothesis is 
accepted as there is no association between the age of the participants and their 
responses to transformational leadership. In testing the relationship between the age 
of the participants and the subscales related to transformational leadership, no 
association was found as illustrated by the following results: 
 Idealised influence of charisma: (Chi²(d.f. = 4, n = 129) = 1.66; p = .797); 
 Inspirational motivation: (Chi²(d.f. = 2, n = 129) = 1.74; p = .419); 
 Individualised consideration: (Chi²(d.f. = 4, n = 129) = 2.27; p = .686); 
 Intellectual stimulation: (Chi²(d.f. = 4, n = 129) = 1.00; p = .910). 
The results suggest that the respondents, irrespective of their ages, had similar 
views on transformational leadership.  
4.4.6 Age of the participants and organisational change outcomes  
The relationship between the age of the participants and their responses to 
organisational change outcomes are depicted in Table 4.10. 
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Table 4.10: Contingency Table – Age and Organisational Change Outcomes  
 
Organisational Change Outcomes 
Age Lower Middle Higher Total 
<40 years 14 29% 24 49% 11 22% 49 100% 
40-49 years 6 13% 29 64% 10 22% 45 100% 
50+ years 11 31% 13 37% 11 31% 35 100% 
Total 31 24% 66 51% 32 25% 129 100% 
(Chi²(d.f. = 4, n = 129) = 7.15; p = .128). 
From the data, illustrated in Table 4.10, it is evident that the null hypothesis is 
accepted as there is no association between the age of the participants and their 
responses to organisational change outcomes. In testing the relationship between 
the age of the participants and subscales related to organisational change outcomes, 
no association was found as illustrated by the following results: 
 Patient and family satisfaction: (Chi²(d.f. = 4, n = 129) = 5.73; p = .221); 
 Innovative and collaborative staff practices: (Chi²(d.f. = 4, n = 129) = 2.35; p 
= .672); 
 Organisational effectiveness and change: (Chi²(d.f. = 4, n = 129) = 7.09; p = 
.131). 
The results suggest that the respondents, irrespective of their ages, had similar 
views on organisational change outcomes.  
4.5 ANALYSIS OF VARIANCE (ANOVA) TESTING FOR DEMOGRAPHIC 
VARIABLES  
In order to determine whether there were, based on selected demographical 
variables, significant differences in responses given to the sub-scales, ANOVA tests 
were conducted. Only the relationship between the demographic variables and 
responses to the scales, and not responses to the subscales are reported in this 
section.  
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4.5.1 Organisational culture and years of service worked in the intensive 
care units  
Table 4.11 depicts the relationship between years worked in an intensive care unit 
and responses to organisational culture.  
Table 4.11: ANOVA - Organisational culture by years of service  
Source of Variation SS* df* MS* F p-value 
Between Groups 2.983 4 0.746 1.503 .205 
Within Groups 62.009 125 0.496 
  
Total 64.992 129 
   
[Where *ss: sum of squares; *df: degrees of freedom; *MS: mean square] 
Derived from the data, in Table 4.11, it can be concluded that no significant 
relationship is observed between years worked in an intensive care unit and 
responses to organisational culture.  
4.5.2 Transformational leadership and years worked in the intensive care 
units  
Table 4.12 depicts the relationship between the years worked in an intensive care 
unit and responses to transformational leadership.  
Table 4.12: ANOVA - Leadership by years of service  
Source of Variation SS df MS F p-value 
Between Groups 1.661 4 0.415 0.826 .511 
Within Groups 62.339 124 0.503 
  
Total 64.000 128 
   
Derived from the data, in Table 4.9, it can be concluded that no significant 
relationship is observed between years worked in an intensive care unit and 
responses to transformational leadership.  
72 
 
4.5.3 Organisational change and years worked in the intensive care units  
Table 4.13 depicts the relationship between the years worked in an intensive care 
unit and responses to organisational change outcomes.  
Table 4.13: ANOVA - Organisational Change Outcomes by Years 
Source of Variation SS df MS F p-value 
Between Groups 0.803 4 0.201 0.400 .808 
Within Groups 62.189 124 0.502 
  
Total 62.992 128 
   
Derived from the data, in Table 4.13, it can be concluded that no significant 
relationship is observed between the years worked in an intensive care unit and 
responses to organisational change outcomes. 
4.5.4 Organisational culture and age of the participants  
Table 4.14 depicts the relationship between the age of the participants and 
responses to organisational culture.  
Table 4.14: ANOVA - Organisational Culture by Age 
Source of Variation SS df MS F p-value 
Between Groups 0.452 2 0.226 0.445 .642 
Within Groups 64.540 127 0.508 
  
Total 64.992 129 
   
Derived from the data, in Table 4.14, it can be concluded that no significant 
relationship is observed between the age of the participants and responses to 
organisational culture. 
4.5.5 Transformational leadership and age of the participants  
Table 4.15 depicts the relationship between the age of the participants and 
responses to transformational leadership.  
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Table 4.15: ANOVA - Leadership by Age 
Source of Variation SS df MS F p-value 
Between Groups 0.682 2 0.341 0.679 .509 
Within Groups 63.318 126 0.503 
  
Total 64.000 128 
   
Derived from the data, in Table 4.15, it can be concluded that no significant 
relationship is observed between the the age of the participants and their responses 
to transformational leadership.  
4.5.6 Organisational change and age of the participants  
Table 4.16 depicts the relationship between the age of the participants and 
responses to organisational change outcomes.  
Table 4.16: ANOVA - Organisational Change Outcomes by Age 
Source of Variation SS df MS F p-value 
Between Groups 0.531 2 0.266 0.536 .586 
Within Groups 62.461 126 0.496 
  
Total 62.992 128 
   
Derived from the data, in Table 4.16, it can be concluded that no significant 
relationship is observed between the age of the participants and responses to 
organisational change outcomes.  
In summary it can be concluded that based on the Chi-square tests and ANOVA test, 
no relationship was found between age and the years of service and organisational 
culture, transformational leadership and organisational change outcomes. The 
research hypothesis stating that there is a significant relationship between these 
selected demographic variables and responses to organisational culture, 
transformational leadership and organisational change outcomes were thus not 
accepted.  
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4.6 CORRELATION ANALYSIS 
Correlations between the subscales and scales were all significant (r > 0.300) and 
positive ranging from 0.428 to 0.976 with 84 out of the 91 correlations (92.3%) being 
greater than 0.500 (strong correlation). See Annexure 8 for a summary of the 
correlation statistics. The results suggest a relationship between organisational 
culture, leadership and change outcomes.  
4.7 MULTIPLE LINEAR REGRESSION ANALYSIS 
Multiple linear regression analysis was conducted to operationalize the fourth 
objective of the research study, namely to investigate the relationship between 
culture, transformational leadership and organisational change outcomes. The 
statistical application Statistica version 12 was used to perform the regression 
analyses.  
In order to investigate the relationship between organisational culture, 
transformational leadership and organisational change outcomes in private intensive 
care units the following hypothesis were formulated: 
H0;1. There is a significant relationship between organisational culture and 
organisational change outcomes; 
H0;2 There is a significant relationship between transformational leadership and 
organisational change outcomes;  
Due to strong correlations amongst the potential independent variables (multi-
collinearity) is was not feasible to conduct regression analysis with the organisational 
culture and leadership subscales. It was only feasible to obtain results for a 
simplified regression model in terms of the major scales, namely organisational 
culture and leadership. The linear regression formula used was as follows: 
OCO (Organisational change outcomes) = a + b1 OC + b2 L (where OC is 
organisational culture and L refers to leadership). The results for the multiple linear 
regression analysis are summarised in Table 4.17.  
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Table 4.17: Multiple linear regression analysis results  
Regression Model: 
Dependent Variable: Organisational Change Outcomes (OCO) 
Independent Variables: Organisational culture and transformational leadership  
Multiple R R = .730 
Multiple R2  R² = .533  
Adjusted R2 R²Adj. = .5266 
 F(2,125)=71.35 
p- value  p<0.0005  
Standard error of estimate  0.418 
n =128 b* 
Std.Err. 
(of b*) 
b 
Std.Err. 
(of b) 
t(125) 
p-
value 
Intercept 
  
1.2707 0.2425 5.24 <.0005 
(OC): Organisational 
Culture 
0.5063 0.0981 0.4835 0.0937 5.16 <.0005 
(L): Leadership 0.2624 0.0981 0.1653 0.0618 2.67 .008 
Regression formula: 
      
OCO = 1.2707 + 0.4835 OC + 0.1653 L 
From the results in Table 4.17, it can be concluded that there are strong positive 
correlations between the variables. The multiple R2 of 0.526 indicates that 5.6% of 
the variation in organisational change outcomes can be accounted for by variation in 
organisational culture and transformational leadership. The relationship is statistically 
significant as the p values are less than 0.05. This means that a positive 
organisational culture and transformational leadership will contribute to positive 
organisational change outcomes in an organisation. The results thus implicate that 
the alternative hypotheses H0;1, and H0;12 are supported. The results thus prove that 
there is a significant relationship between organisational culture and leadership, and 
organisational change outcomes in private intensive care units in the Nelson 
Mandela Metropolitan and East London area.  
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4.8 CHAPTER SUMMARY 
The aim of the chapter was to present the empirical descriptive and inferential 
statistics for the empirical study conducted. The descriptive statistics on the 
demographic data proved to be similar to the statistics of the country as done in a 
national intensive care audit. The sample consisted of 130 professional nurses 
working in intensive care units in the Nelson Mandela and East London area, of 
which the majority were females, between the ages of 41 and 50 years and with a 
length of service in intensive care unit of between five to nine years.  
Furthermore, descriptive statistics used proved that a constructive and collaborative 
organisational culture and transformational leadership were prevalent in the private 
intensive care units sampled in this study. However, it should be noted that it was 
evident that practices related to innovation obtained the lowest scores. For Section B 
on transformational leadership, intellectual stimulation obtained the lowest scores, 
indicating that creative and innovative ways were less promoted by leaders in the 
private intensive care units. In terms of section C (change outcomes), participants 
indicated less awareness of innovative practices. The ANOVA and Chi-square tests 
were used to investigate whether any of the demographic variables were related to 
the subscales and scales, but that no significant associated was observed. 
Descriptive statistics used proved that organisational culture and transformational 
leadership were prevalent in the private intensive care units sampled in this study.  
Correlations between the subscales and scales were all significant (r > 0.300) and 
positive ranging from 0.428 to 0.976 with 84 out of the 91 correlations (92.3%) being 
greater than 0.500 (strong correlation). Multiple linear regression analysis proved 
that a strong positive correlation exists between organisational culture, 
transformational leadership and organisational outcomes, thus providing sufficient 
evidence to accept the postulated research hypotheses. The next chapter is focused 
on the managerial implications of the results and recommendations are provided. 
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CHAPTER 5 
CONCLUSIONS, LIMITATIONS AND RECOMMENDATIONS  
5.1 INTRODUCTION  
In Chapter 1, an overview of the study was presented. In Chapter 2, a description of 
the narrative literature review was given in order to give the reader insight into the 
broader contexts of healthcare in South Africa, organisational culture, 
transformational leadership, and organisational outcomes. Chapter 3 provided a 
comprehensive description of the research design and the method used to reach the 
primary objective of the study. The data obtained through the empirical study, which 
involved a survey among health care professionals, was presented in Chapter 4. The 
purpose of the present chapter is to draw conclusions related to the findings, make 
recommendations based on the study, indicate recommendations for further 
research, education and practice, and to identify the limitations of the study.  
5.2 OBJECTIVES OF THE STUDY 
The aim of the research was to address the following research objectives (in a 
private intensive care unit): 
i. To explore whether a transformational culture was prevalent; 
ii. To explore whether transformational leadership was prevalent;  
iii. To explore whether the desired organisational change outcomes were 
prevalent;  
iv. To investigate the relationship between the demographic variables, 
organisational culture, transformational leadership, and organisational 
change outcomes; 
v. To investigate the relationship between, culture, transformational leadership 
and organisational change outcomes. 
5.3 CONCLUSIONS OF THE STUDY 
The findings related to the objectives of study as indicated above are summarised in 
this section.  
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Profile of the sample group 
Table 4.1, presented in the previous chapter, gives an overview of the demographic 
data as collected and analysed in the study. It is evident that the sample was mostly 
female-dominated, between 31 to 50 years of age, employed in intensive care units 
for less than ten years, and on a permanently basis. 
Organisation culture  
The results revealed that in terms of organisational culture, team work was 
encouraged to improve quality, innovative practices were discussed, encouraged 
and practised, patient care was prioritized and professional development was 
promoted. Areas for improvement related to the use of reflective sessions and in-
service learning.  
Transformational leadership 
The results revealed that in terms of transformational leadership, idealized influence 
of charisma, inspirational motivation, individualized consideration and intellectual 
stimulation was evident. Areas for improvement included stimulating new thinking 
and creativity with regards to traditional care practices and solving patient health 
care problems.  
Organisational change 
The results revealed that patient and family satisfaction were regarded as positive 
organisational change outcomes. Innovative and collaborative staff practices were 
evident and areas for organisational effectiveness and change were reported. Areas 
for improvement included encouraging a positive approach to learning innovative 
practices, creativity and problem solving with regard to care practices. Staff 
members should be encouraged to practice less ritualistic and traditional care 
practices.  
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Relationship between age and years of service and perceptions of 
organisational culture, transformational leadership and organisational change 
outcomes 
In order to operationalise the objective, namely to investigate the relationship 
between the demographic variables, organisational culture, transformational 
leadership and organisational change outcomes, chi-square tests and ANOVA 
analysis were used. No association was found between age and years worked in the 
intensive care, and the results obtained for the scales related to organisational 
culture, transformational leadership and organisational change outcomes. The 
respondents had, irrespective of age or years of service in intensive care, similar 
perceptions of these variables.  
Relationship between culture, transformational leadership and change 
outcomes 
The results showed there was a significant, positive relationship between 
organisational culture, transformational leadership and organisational change 
outcomes in private intensive care units in the Nelson Mandela Metropolitan and 
East London areas.  
In summary, all the objectives of the research study were operationalised by means 
of descriptive statistics, and the use of chi-square, ANOVA, correlation analyses and 
multiple linear regression analysis. From the results the postulated hypotheses were 
accepted as it was proven that a transformational culture, leadership and 
organisational change outcomes were mostly prevalent in the sampled private 
intensive care units. Furthermore, a strong positive correlation and relationship were 
evident between organisational culture, transformational leadership and change 
outcomes. Lastly, age and length of service in intensive care units did not influence 
the results obtained to the scales.  
5.4 RECOMMENDATIONS RELATED TO THE SUBSCALES FINDINGS 
Based on the results from the subscale items explored in the questionnaire, the 
following recommendations can be made for managers or leaders in the private 
intensive care units. 
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Introduce innovations  
According to Werner (2011), ‗innovation‘ refers to an organisation‘s overall 
innovative capability to continuously renew its products, processes or behaviours. 
Innovation can take place in terms of developing new products, new services, new 
methods of production, opening new markets, finding new sources of supply, or 
finding new ways of organising. In healthcare, managers should introduce 
innovations, procedures and organisational processes that are new, better, and 
different from those accepted or employed in a specific setting. These may include 
new therapies or diagnostics procedures that have proved their worth in well-
designed clinical trials. Innovations may also include the use of clinical practice 
guidelines based on a systematic review of the scientific literature, a new procedure 
to prevent medication errors, or a checklist procedure in surgery. The innovation can 
also include a new form of care management of patients with disease conditions that 
are common in the intensive care units, for instance the management of blood 
glucose levels in a critically ill patient. The use of information technology especially in 
the intensive care unit, where monitoring systems, devices and machines are used, 
should be introduced as part of innovative practices. Information technology to 
convey patient data or to be used as treatment modalities, for instance patient 
controlled analgesia should be considered.  
Promote awareness of innovation 
Healthcare professionals must first come into contact with information about 
innovation and become aware of what is available. This is unlikely to happen when 
those concerned do not read books or journals in which relevant information is 
published, or do not attend courses, or have little relevant contact with colleagues. In 
these cases, managers should promote innovation by other means, for instance 
social media, and other visual texts about intensive care units. Simple, quickly 
designed printed materials or computerised messages, or discussion of the problems 
in care delivery during meetings of the healthcare providers concerned, can aid in 
promoting awareness. An enthusiastic report about an innovation by those who have 
already worked with it can be very significant. Health professionals can also be 
encouraged to create communities of practice, where reflective practices take place, 
ideas are shared and members encouraged to think innovatively.  
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Encourage performance measures 
In order to promote change, leaders need to examine their own performance, as well 
as that of the units. Lacking objective performance measures and data can cause 
leaders to overestimate their performance, and cause an inability to reflect critically 
on their own way of working. Audit and feedback methods relating to the 
performance of practice, self-assessment tools, peer review methods, and simple 
systems for continuous monitoring of care, can be used to detect possible problems, 
and demonstrate a need for change and innovation in care delivery.  
Develop a positive attitude towards change 
Leaders should encourage team members to think differently about change, and 
explain the advantages and disadvantages of innovation and new practices, in order 
to create an understanding and positive attitude towards initiatives. Leaders should 
be enthusiastic about the change process and new practices being introduced. A 
more positive approach to learning innovative practices should be encouraged by 
leaders. Transformational leadership has shown to support and promote innovation, 
which in the long-term will contribute to positive organisational change outcomes 
(Sarros, Cooper and Santora, 2008). 
Integrate new practices into routines 
If they are found useful, leaders must ensure that new procedures are integrated into 
existing care protocols or pathways, care plans, and work routines, since people can 
easily fall back into former ways of working. Regular monitoring and feedback on the 
desired methods and practices, reminders about their application, or rewards for 
achievement of agreed objectives, can be considered by the managers. Traditional 
and ritualistic practices should be discouraged, and the use of best practice 
guidelines should be encouraged to guide patient care and care delivery in the 
intensive care units. Managers and/or leaders should play an instrumental role in 
encouraging these practices. In addition, innovative practices should be written into 
existing protocols.  
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Create an organisational learning culture 
Managers should create an organisational culture where best and innovative 
practices are discussed and promoted. Reflective sessions to discuss ways to 
improve care delivery and innovative practices should be arranged for. Managers 
should ensure that team members are valued, that their opinions are taken 
cognisance of and that they are assured of their role and importance in the care 
delivery process. An organisational culture of learning, by means of in-service 
training and professional development, should be encouraged and provided for by 
the manager. It has been proven by Acar and Acar (2012) that a creative culture in 
the healthcare industry improves innovative and cost-effective care practices.  
Create awareness of an innovative culture 
In order to enable and promote innovation and change within the organisation, the 
manager can promote an innovative culture. Emphasis can be placed on the 
stimulation of creativity, on new practices that are scientifically robust and reliable, as 
well as on entrepreneurship and risk-taking.  
Stimulate intellectual inquiry 
Transformational leadership confronts reality by drawing on intellectual capital, 
know-how, and learning. It influences learning positively, challenging the existing 
level, to influence organisational innovation and improve performance. 
Transformational leaders are the key to integrating processes to construct a learning 
organisation. They are strategic in creating a climate that stimulates the disciplines of 
organisational learning and intellectual stimulation. The leader‘s perception of 
organisational learning influences his or her effort to foster it and to overcome the 
internal scepticism and external difficulties that prevent it (Garcia-Morales et al., 
2007). As it was established that transformational leadership is prevalent in the 
private intensive care units, these characteristics of creating and providing for 
intellectual stimulation can be worked on and encouraged among leaders in order to 
ultimately create an organisational culture of learning and innovation, thus 
contributing positively to change. The managers can stimulate team members to 
think about traditional healthcare practices in a new way. They can also provide 
team members with new ways of solving challenging patient situations. Reflective 
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discussion on patient scenarios and other management issues can be held within the 
intensive care units.  
5.5 RECOMMENDATIONS FOR RESEARCH 
Because the research was only conducted in private intensive care units, it is 
recommended that the study be replicated in the intensive care units of the public 
healthcare industry. The study can also be extended to other areas of the healthcare 
organisations, and not limited to the intensive care units. Comparative studies can be 
done to explore if the organisational culture and leadership can be compared, or if 
they are the same in the intensive care units as other units in the healthcare 
organisation. Based on the results of the study, it was evident that innovative and 
reflective care practices need to be encouraged. An intervention study can be done, 
where innovative care practices are implemented and a post-test study done to 
explore if such an intervention did actually improve organisational change outcomes 
and practices.     
5.6 RECOMMENDATIONS FOR PRACTICE 
Managers and/or leaders should be encouraged to be more innovative, and create 
innovation in the intensive care units where they are employed. More reflective 
sessions should be held with the team members, to discuss ways to improve care 
delivery. The managers should be encouraged to engage more with team members, 
to promote best and innovative care practices, and to make them feel valued and 
considered as an important link in care delivery. Leaders and managers should be 
encouraged to sharpen and improve an organisational culture where traditional and 
ritualistic practices are not practised, but innovation is encouraged.  
5.7 RECOMMENDATIONS FOR EDUCATION 
Short learning programmes related to innovative care practices can be developed 
and presented to managers in order to enhance their skills and knowledge on how to 
improve innovative care practices. Leaders and managers can be taught how to 
embrace and facilitate reflective practice sessions in order to discuss care delivery 
and innovation in healthcare.  
84 
 
5.8 LIMITATIONS OF THE STUDY 
The limitations for the study related to the data collection, data instrument and 
generalising must be discussed. Owing to the geographical location of the intensive 
care units in the East London area, field workers had to be appointed to assist with 
data collection, which might have influenced the low response rate in that area. 
However, the field workers were briefed and the questionnaire did have a cover page 
explaining what the study was about and what was required from the respondents. 
The intensive care units are specialised, and generally have a small sample size, 
which might have affected the total sample of the study. However, the sample did 
provide for adequate statistical analyses in achieving the study objectives. Although 
a high score was obtained as per Cronbach‘s alpha, multi-collinearity did not allow 
for regression analysis in the subscales of the questionnaire, but allowed for multiple 
linear regression analyses between the various scales. The questionnaire was not 
completed by the unit managers, which might have affected the overall results. Time 
constraints in the intensive care units might have prevented participants from 
answering the open-ended questions, as these questions were left blank by almost 
all the participants. In cases where the questions were answered, the responses 
could not be analysed because of incomplete responses or sentences. However, it is 
still believed that the responses received gave an adequate picture of organisational 
culture, leadership and change outcomes in private health care settings.  
5.9 CONCLUSION 
The delivery of quality care in healthcare organisations, especially the intensive care 
units, where critically ill patients are admitted, are of the utmost importance. Private 
healthcare has a growing need for change because of high competition between 
private healthcare groups, the increasing demands of patients, economic pressure 
and new technological advances. Quality is dependent on the culture and leadership 
in organisations. A constructive culture, where innovation and quality is encouraged, 
should be created to ensure continuous improvement in change. Leaders play an 
important role in creating such a culture as they create conditions for employees to 
think critically about existing practices and provide them with the right conditions to 
improve care practices and ultimately quality of patient care. The study contributes to 
the body of knowledge with regard to transformational leadership, organisational 
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culture and change outcomes in private intensive care units. The extent to which 
organisational culture is associated with organisational outcomes through teamwork, 
professional development, patient care and a lesser extent innovation was evident. 
Transformational leadership was evident through responses linked to idealised 
influence of charisma, inspirational motivation, individual consideration, but a lesser 
extent to intellectual stimulation. The findings provide an opportunity for leaders in 
healthcare, specifically private intensive care units to provide and be more 
innovative, creative and open for change in order to enhance organisational change 
outcomes.  
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Annexure 2: Permission letter for hospital management   
 
        Portia.jordan@nmmu.ac.za 
        041-5044501 
        26 March 2014 
Hospital Manager 
Life Health Care Group/Netcare Hospital  
Port Elizabeth 
6001 
 
Dear Madam/Sir  
I am studying towards my MBA (Masters in Business Administration) degree at the 
Nelson Mandela Metropolitan University Business School. I am conducting research 
on the relationship between organisational culture and transformational leadership 
on organisational change outcomes in private intensive care units in the Nelson 
Mandela Metropolitan area. I believe that my study can make an important 
contribution to the organisational culture in the private healthcare industry, 
specifically the intensive care units, in the Nelson Mandela Metropolitan area. I 
hereby request permission that professional nurses in the intensive care unit of this 
hospital may participate in the study. 
The participants will be required to complete a structured questionnaire. Participation 
in research study will be completely voluntary and participants can withdraw at any 
time during the study. Participants will complete the study anonymously and all 
information will be kept confidential. The unit managers will aid in the process of 
handing out the questionnaires to the participants. A copy of the research findings 
will be available for dissemination in the intensive care unit.  Furthermore, I would 
like to assure you that ethical principles will be maintained throughout the study, as 
the study will be approved by the Faculty Research and Innovation Committee 
(FRTI) of the University prior embarking on the data collection phase.   
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Should you have any queries, please do not hesitate to contact me on the above 
stated contact details. Alternatively you can contact my supervisor at 
Amanda.werner@nmmu.ac.za.  
Kind regards, Portia Jordan  
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Annexure 3: Ethical approval letter from private healthcare institution 
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Annexure 4: Ethical approval letter from private healthcare institution  
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Annexure 5: Participant information and informed consent form  
 
 
INFORMATION AND INFORMED CONSENT FORM 
Title of the research project The relationship between organisational culture, 
transformational leadership and organisational 
outcomes in private intensive care units.  
Reference number (for official use)  
Principal investigator Portia Jordan 
Address 
 
J Block, 2
nd
 Floor, PO Box 77000 
Department of Nursing Science, North Campus 
Nelson Mandela Metropolitan University, 
Summerstrand 
Port Elizabeth, 6031 
Contact telephone number 041-504 4501 
A.1 I HEREBY CONFIRM AS FOLLOWS: 
Initial 
1. I, the participant, was invited to participate in the above-mentioned research project 
that is being 
 undertaken by 
 in the Faculty of 
 of the Nelson Mandela Metropolitan 
University. 
Portia Jordan 
Business and Economic Sciences  
2. The following aspects have been explained to me, the participant: 
2.1 Aim:  The researcher is studying: The relationship between organisational culture, 
transformational leadership and organisational change outcomes in private intensive 
care units. The information will be used to enhance organisational culture and 
leadership in the intensive care units.  
 
2.2 Procedures:  I understand that I am free to withdraw at any stage of the research 
study, without penalty.  
 
 Risks: There are no risks pertaining to the study   
 Possible benefits:  As a result of my participation in this study organisational 
culture, leadership and changes outcomes would be explored. Analysed data will 
assist in making inferences about the data sets.  
 
Confidentiality:  My identity will not be revealed in any discussion, description or 
scientific publications by the researcher. 
 
 Voluntary participation/refusal/discontinuation:   
My participation is voluntary 
 
My decision whether or not to participate 
will in no way affect my present or future 
care/employment/lifestyle 
 YES  NO 
 TRUE  FALSE 
 
104 
 
A.2 I HEREBY VOLUNTARILY CONSENT TO PARTICIPATE IN THE ABOVE-
MENTIONED  PROJECT  
 Signed/confirmed at  
 
 
 
 
 
 
B. STATEMENT BY OR ON BEHALF OF RESEARCHER 
 
I, Portia Jordan declare that I have explained the information given in this document to 
 
 
and/or his/her representative 
(name of representative) 
 
he/she was encouraged and given ample time to ask me any questions; 
this conversation was conducted in  
and no translator was used / this conversation was translated into  
(language)    by 
 
I have detached Section D and handed it to the 
participant  
 
 
C. IMPORTANT MESSAGE TO THE PARTICIPANT 
 
Dear participant 
Thank you for your participation in this study.  Should, at any time during the study: 
- an emergency arise as a result of the research, or 
- you require any further information with regard to the study, or 
- the following occur 
 You participate in the study against your free will 
 Subjected to revealing your identity 
 Revealing any information given by you 
  
(indicate any circumstances which should be reported to the investigator) 
 Kindly contact Portia Jordan 
 
 on  20 
Signature   
(name of patient/participant) 
 YES  NO 
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Annexure 6: Participant letter 
 
Dear Participant  
I am studying towards my MBA (Masters in Business Administration) degree at the 
Nelson Mandela Metropolitan University Business School. I am conducting research 
on the relationship between organisational culture and transformational leadership 
on organisational change outcomes in private intensive care units in the Nelson 
Mandela Metropolitan area. I believe that my study can make an important 
contribution to the organisational culture in the private healthcare industry, 
specifically the intensive care units, in the Nelson Mandela Metropolitan area.  
You are part of our selected sample of respondents whose views we seek on the 
above-mentioned matter. I would therefore appreciate it if you could complete the 
attached questionnaire. It should not take more than fifteen minutes of your time and 
I want to thank you in advance for your co-operation. 
There are no correct or incorrect answers. Please answer the questions as 
accurately as possible as they apply to your situation. 
Please note that your participation in this study is entirely voluntary and that you 
have the right to withdraw at any stage, without penalty. Please note that you can 
participate anonymously and that all data and information will be kept confidential.  
Thank you very much for your response. 
Portia Jordan  
Contact details:  082 7294 537/041-5044501 
To verify the authenticity of the study, please contact Dr A Werner at 
amanda.werner@nmmu.ac.za). 
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Annexure 7: Questionnaire  
QUESTIONNAIRE 
SECTION A – DEMOGRAPHIC DATA 
Read each item below and circle the appropriate option or fill in the correct response 
where required. 
1. Indicate the years you have been working in the intensive care unit.  
< 1 year 1 
1-4 years 2 
5-9 years 3 
10-19 years 4 
20+years 5 
2. Indicate your gender: 
Female 1 
Male 2 
3. Indicate how old you are. 
< 25 years 1 
25-29 years 2 
30-39 years 3 
40-49 years 4 
50-59 years 5 
60+ years 6 
4. Indicate the position that you hold in the intensive care unit.  
Hospital manager 1 
Unit manager 2 
Shift leader  3 
Permanently employed registered nurse working in a shift 4 
Agency worker 5 
Clinical facilitator/mentor 6 
Other (specify)  7 
Ref.No. 
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In the following sections, please indicate to what extent you agree or disagree 
with each of the statements pertaining to your intensive care unit. 
SECTION B: ORGANISATIONAL CULTURE  
 
S
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n
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1.  Teamwork is valued in the unit 5 4 3 2 1 
2.  Optimal patient care is driven by team work rather than by 
isolated individuals 
5 4 3 2 1 
3.  The opinions of each team members is considered in 
patient care decisions 
5 4 3 2 1 
4.  Innovative care practices are encouraged 5 4 3 2 1 
5.  Care practices are aligned with the latest, available 
innovative techniques, procedures and practices  
5 4 3 2 1 
6.   Best and innovative practices are discussed and 
promoted  
5 4 3 2 1 
7.   Reflective sessions are held to discuss ways to improve 
care delivery 
5 4 3 2 1 
8.   Providing the best quality patient care is our focus  5 4 3 2 1 
9.   Professional development is encouraged and facilitated  5 4 3 2 1 
10. Excellence is promoted  5 4 3 2 1 
11. Opportunities are created for further professional 
development  
5 4 3 2 1 
12. In-service learning is practised daily  5 4 3 2 1 
13. Quality patient outcomes are a high priority in the unit 5 4 3 2 1 
14. Staff are valued and considered as an important link in 
care delivery 
5 4 3 2 1 
15. Staff members are supportive in optimising patient care  5 4 3 2 1 
16. Are there any characteristics of the organisational culture that you think would 
influence organisational change outcomes in the intensive care unit? 
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SECTION C: LEADERSHIP  
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1.   The leader in our unit helps to achieve organisational 
goals by making strategic decisions.  
5 4 3 2 1 
2.   The leader in the unit is future-oriented and visionary  5 4 3 2 1 
3.   My immediate leader articulates the vision for the unit 
and organisation clearly  
5 4 3 2 1 
4.   My leader makes everyone around him/her 
enthusiastic about patient care and care delivery 
5 4 3 2 1 
5.   The leader inspires loyalty amongst employers towards 
the organisations 
5 4 3 2 1 
6.   The leader models professionalism  5 4 3 2 1 
7.  The leader inspires professional nurses to excel in care 
delivery 
5 4 3 2 1 
8.  The leader demonstrates trust our ability to perform 
core nursing practices  
5 4 3 2 1 
9.  The leader publically praises exceptional contributions 
to health care practices  
5 4 3 2 1 
10. The leader enables me to think about traditional  health 
care practices in a new way 
5 4 3 2 1 
11. The leader has provides me with new ways of solving 
challenging patient situations  
5 4 3 2 1 
12. The leader encourages continuous 
excellence/improvement amongst professional nurses 
5 4 3 2 1 
13. The leader encourages creativity amongst professional 
nurses 
5 4 3 2 1 
14. Are then any other characteristics of the leadership in your unit that you feel 
might influence organisational change outcomes?  
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SECTION D: ORGANISATIONAL CHANGE  
Reflecting on the past year, the following was evident: 
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1.   Improved patient satisfaction 5 4 3 2 1 
2.   Family members reporting improved family support 5 4 3 2 1 
3.   Increased awareness of innovative best practices  5 4 3 2 1 
4.   Better and improved care practices as reported in 
patient care audits  
5 4 3 2 1 
5.   Evidence-based improved care 5 4 3 2 1 
6.   A more positive approach to learning innovative 
practices  
5 4 3 2 1 
7.   Staff members being more reflective about patient 
care decisions 
5 4 3 2 1 
8.   Improved creativity and problem solving ability 
amongst professional nurses  
5 4 3 2 1 
9.   Improved teamwork is evident amongst professional 
nurses in the unit 
5 4 3 2 1 
10. A heightened sense of enthusiasm about care 
delivery and practices  
5 4 3 2 1 
11. A greater confidence level displayed amongst 
professional nurses  
5 4 3 2 1 
12. Increased cost-effective care practices 5 4 3 2 1 
13. More efficient care practices  5 4 3 2 1 
14. Efficient utilisation of available resources  5 4 3 2 1 
15. Staff members being more open to change and new 
practices  
5 4 3 2 1 
16. Less utilisation of traditional care practices  5 4 3 2 1 
17. Less utilisation of ritualistic practices  5 4 3 2 1 
18. Are then any other outcomes of change in your unit that you would like to 
mention?  
 
 
 
Thank you for taking the time in answering the questionnaire. 
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Annexure 8: Correlation Analyses 
Correlations are: 
Practically significant if |r| >= .300 
Thus significant (both statistically and practically) if |r| >= .300 
Pearson Product Moment Correlations - OC1 Teamwork to OCO Organisational Change Outcomes 
 
Pearson Product Moment 
Correlations - OCO1 Patient and 
family related with other factors 
 
Variable 1 Variable 2 
n
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n
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r
c
rit  
OC1 Teamwork OC2 Innovation 129 .590 .173           
OC1 Teamwork OC3 Patient care 130 .700 .172           
OC1 Teamwork OC4 Professional development 130 .615 .172           
OC1 Teamwork OC Organisational Culture 130 .836 .172           
OC1 Teamwork L1 Idealised influence of charisma 129 .642 .173           
OC1 Teamwork L2 Inspirational motivation 129 .630 .173           
OC1 Teamwork L3 Individualised consideration 129 .632 .173           
OC1 Teamwork L4 Intellectual stimulation 129 .601 .173           
OC1 Teamwork L Leadership 129 .647 .173           
OC1 Teamwork OCO1 Patient and family related 129 .428 .173 x Teamwork 129 .428 .173 
OC1 Teamwork OCO2 Staff related 129 .595 .173 
     
OC1 Teamwork OCO3 Organisational care practices 129 .554 .173 
     
OC1 Teamwork OCO Organisational Change Outcomes 129 .576 .173 
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Variable 1 Variable 2 
n
 
C
o
rre
la
tio
n
 
r
c
rit  
S
e
le
c
te
d
 
Factor 
n
 
C
o
rre
la
tio
n
 
r
c
rit  
OC2 Innovation OC3 Patient care 129 .765 .173 
     
OC2 Innovation OC4 Professional development 129 .646 .173 
     
OC2 Innovation OC Organisational Culture 129 .861 .173 
     
OC2 Innovation L1 Idealised influence of charisma 128 .648 .174 
     
OC2 Innovation L2 Inspirational motivation 128 .662 .174 
     
OC2 Innovation L3 Individualised consideration 128 .681 .174 
     
OC2 Innovation L4 Intellectual stimulation 128 .640 .174 
     
OC2 Innovation L Leadership 128 .680 .174 
     
OC2 Innovation OCO1 Patient and family related 128 .457 .174 x Innovation 128 .457 .174 
OC2 Innovation OCO2 Staff related 128 .627 .174 
     
OC2 Innovation OCO3 Organisational care practices 128 .584 .174 
     
OC2 Innovation OCO Organisational Change Outcomes 128 .608 .174 
     
OC3 Patient care OC4 Professional development 130 .752 .172 
     
OC3 Patient care OC Organisational Culture 130 .921 .172 
     
OC3 Patient care L1 Idealised influence of charisma 129 .664 .173 
     
OC3 Patient care L2 Inspirational motivation 129 .700 .173 
     
OC3 Patient care L3 Individualised consideration 129 .684 .173 
     
OC3 Patient care L4 Intellectual stimulation 129 .664 .173 
     
OC3 Patient care L Leadership 129 .701 .173 
     
OC3 Patient care OCO1 Patient and family related 129 .568 .173 x Patient care 129 .568 .173 
OC3 Patient care OCO2 Staff related 129 .693 .173 
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Variable 1 Variable 2 
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OC3 Patient care OCO3 Organisational care practices 129 .609 .173 
     
OC3 Patient care OCO Organisational Change Outcomes 129 .681 .173 
     
OC4 Professional development OC Organisational Culture 130 .865 .172 
     
OC4 Professional development L1 Idealised influence of charisma 129 .674 .173 
     
OC4 Professional development L2 Inspirational motivation 129 .678 .173 
     
OC4 Professional development L3 Individualised consideration 129 .695 .173 
     
OC4 Professional development L4 Intellectual stimulation 129 .700 .173 
     
OC4 Professional development L Leadership 129 .710 .173 
     
OC4 Professional development OCO1 Patient and family related 129 .445 .173 x 
Professional 
development 
129 .445 .173 
OC4 Professional development OCO2 Staff related 129 .630 .173 
     
OC4 Professional development OCO3 Organisational care practices 129 .575 .173 
     
OC4 Professional development OCO Organisational Change Outcomes 129 .602 .173 
     
OC Organisational Culture L1 Idealised influence of charisma 129 .750 .173 
     
OC Organisational Culture L2 Inspirational motivation 129 .762 .173 
     
OC Organisational Culture L3 Individualised consideration 129 .768 .173 
     
OC Organisational Culture L4 Intellectual stimulation 129 .743 .173 
     
OC Organisational Culture L Leadership 129 .781 .173 
     
OC Organisational Culture OCO1 Patient and family related 129 .543 .173 x 
Organisational 
Culture 
129 .543 .173 
OC Organisational Culture OCO2 Staff related 129 .729 .173 
     
OC Organisational Culture OCO3 Organisational care practices 129 .666 .173 
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Variable 1 Variable 2 
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rit  
OC Organisational Culture OCO Organisational Change Outcomes 129 .706 .173 
     
L1 Idealised influence of charisma L2 Inspirational motivation 129 .913 .173 
     
L1 Idealised influence of charisma L3 Individualised consideration 129 .893 .173 
     
L1 Idealised influence of charisma L4 Intellectual stimulation 129 .885 .173 
     
L1 Idealised influence of charisma L Leadership 129 .953 .173 
     
L1 Idealised influence of charisma OCO1 Patient and family related 128 .488 .174 x 
Idealised influence 
of charisma 
128 .488 .174 
L1 Idealised influence of charisma OCO2 Staff related 128 .681 .174 
     
L1 Idealised influence of charisma OCO3 Organisational care practices 128 .630 .174 
     
L1 Idealised influence of charisma OCO Organisational Change Outcomes 128 .656 .174 
     
L2 Inspirational motivation L3 Individualised consideration 129 .944 .173 
     
L2 Inspirational motivation L4 Intellectual stimulation 129 .915 .173 
     
L2 Inspirational motivation L Leadership 129 .975 .173 
     
L2 Inspirational motivation OCO1 Patient and family related 128 .501 .174 x 
Inspirational 
motivation 
128 .501 .174 
L2 Inspirational motivation OCO2 Staff related 128 .671 .174 
     
L2 Inspirational motivation OCO3 Organisational care practices 128 .620 .174 
     
L2 Inspirational motivation OCO Organisational Change Outcomes 128 .653 .174 
     
L3 Individualised consideration L4 Intellectual stimulation 129 .939 .173 
     
L3 Individualised consideration L Leadership 129 .976 .173 
     
L3 Individualised consideration OCO1 Patient and family related 128 .465 .174 x 
Individualised 
consideration 
128 .465 .174 
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Variable 1 Variable 2 
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L3 Individualised consideration OCO2 Staff related 128 .639 .174 
     
L3 Individualised consideration OCO3 Organisational care practices 128 .565 .174 
     
L3 Individualised consideration OCO Organisational Change Outcomes 128 .608 .174 
     
L4 Intellectual stimulation L Leadership 129 .966 .173 
     
L4 Intellectual stimulation OCO1 Patient and family related 128 .467 .174 x 
Intellectual 
stimulation 
128 .467 .174 
L4 Intellectual stimulation OCO2 Staff related 128 .674 .174 
     
L4 Intellectual stimulation OCO3 Organisational care practices 128 .601 .174 
     
L4 Intellectual stimulation OCO Organisational Change Outcomes 128 .635 .174 
     
L Leadership OCO1 Patient and family related 128 .496 .174 x Leadership 128 .496 .174 
L Leadership OCO2 Staff related 128 .687 .174 
     
L Leadership OCO3 Organisational care practices 128 .624 .174 
     
L Leadership OCO Organisational Change Outcomes 128 .658 .174 
     
OCO1 Patient and family related OCO2 Staff related 129 .726 .173 x Staff related 129 .726 .173 
OCO1 Patient and family related OCO3 Organisational care practices 129 .651 .173 x 
Organisational care 
practices 
129 .651 .173 
OCO1 Patient and family related OCO Organisational Change Outcomes 129 .859 .173 x 
Organisational 
Change Outcomes 
129 .859 .173 
OCO2 Staff related OCO3 Organisational care practices 129 .896 .173 
     
OCO2 Staff related OCO Organisational Change Outcomes 129 .956 .173 
     
OCO3 Organisational care practices OCO Organisational Change Outcomes 129 .932 .173 
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Annexure 9: Summary of turn-it-in reports 
 
In order to establish the authenticity of the treatise, Turn-it-in was used to determine 
similarities between the research report and other literature documents. The results 
were as follows: 
 Chapter 1: 19% 
 Chapter 2: 14% 
 Chapter 3: 18% 
 Chapter 4: 5% 
 Chapter 5: 12% 
The requirements for the Turn-it-in report were that the similarity index is 30% and 
less. From the reports it is evident that less than 1-3% similarities per source were 
detected.  
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Annexure 10: Declaration of language editing  
HELEN ALLEN  
Accredited Professional Text Editor, SATI 
Plain Language Practitioner 
34 Heritage Village 
Tzaneen 0850 
Cell : 072 1966900 
Home : 0877 509638 
Email : helanallen11@gmail.com 
16 December 2014 
VERIFICATION 
TO WHOM IT MAY CONCERN: 
I am a professional text editor, accredited by the South African Translators‘ (and 
Editors) Institute (SATI), and a full member of the Professional Editors‘ Group (PEG). 
 
On 16 December 2014, I completed a linguistic edit of 4 chapters of a Treatise 
 written by 
 Portia Jordan 
titled 
The relationship between organisational culture, transformational leadership, and 
organisational change outcomes in private intensive care units 
 
H P Allen (Mrs) 
